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‘Fastest and shortest-acting oral barbiturate 


1/2, 3/4, and 11/2-grein pul- 
vules and in ampoules, tupposi- 
tories; and ‘Enseals’ (Timed Dis- 
integrating Tablets, Lilly); also, 
Elixir ‘Seconal’ (Secabarbdital, 
Lilly). 


with moderate 
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_-Unruly pediatric patients 


your patient should not be 


endangered by fluid accumulation 


during “rest periods’ 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 


When a diuretic must evoke acidosis to be effective, continued 
administration without dosage limitation results in refractoriness. 
Other diuretics may require interrupted dosage to avoid gastro- 
intestinal irritation. 

But the sustained diuresis achieved by the organomercurials never 


necessitates routine “rest periods” because of their mode of action. 


nur NEOHYDRIN 


BRAND OF CHLORMERODRIN (10.3 MG. OF 3-CHLOROMERCURI-2-METHOXY- PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure MERCUHYDRIN® SODIUM 
BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U, S. Route 1, six miles south of Pinehurst and Southern 
Vines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out 


of doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his pe rsonality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two residen! 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff£ Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


ATTENTION 
Physicians — Residents — Internes 
ARE YOU CONSIDERING THE PURCHASE OF NEW EQUIPMENT? 


WE CAN EQUIP YOUR OFFICE COMPLETE. THE FOLLOWING ON 


DISPLAY... 
ELECTROCARDIOGRAPHS DIAGNOSTIC EQUIPMENT 
EXAMINING & TREATMENT LABORATORY SUPPLIES 
ROOM FURNITURE SURGICAL INSTRUMENTS 
MICROWAVE DIATHERMY FRACTURE EQUIPMENT 
ULTRASONIC THERAPY UNITS STERILIZING EQUIPMENT 
SCIENTIFIC EQUIPMENT AND MANY OTHER ITEMS 


We invite you to our stores, Let our SPECIALLY TRAINED PERSONNEL 
help you make your selection. SEE what you BUY, BEFORE you BUY IT. 


VISIT US AT YOUR CONVENIENCE. WRITE, WIRE or TELEPHONE 
if you desire NIGHT or WEEKEND APPOINTMENT. 


We SERVICE what we SELL. SUITABLE TERMS 


WINCHESTER 


“CAROLINAS’' HOUSE OF SERVICE" 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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in rheumatoid arthritis 


(PREDNISONE) 


results—excellent - edema—rare 


Deformed hands of woman with rheumatoid arthritis After two weeks on Meticorten, patient 1% free of pain 
before therapy. Unable to open hands. and can open hands completely. 


Acutely swollen, painful knees in man with rheumatoid After two weeks on METICORTEN, swelling Of knees is gone 
arthritis before therapy. and patient can walk without difficulty. 
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in corticosteroid therapy 
| SS permits treatment 
of more patients 
METICORTEN © rarely causes edema or electrolyte side actions 


PREDNISONE 
e 3 to 5 times more potent, milligram for milligram, 
than hydrocortisone or cortisone 


e excellent relief of pain, swelling, tenderness; 
diminished joint stiffness—in rheumatoid arthritis 

e excellent relief of bronchospasm, dyspnea, cough; 
increased vital capacity in asthma 

e hormone benefits in respiratory allergies, 
inflammatory and allergic eye and skin disorders, 
collagen diseases 


Meticorten is available in 1 mg., 2.5 mg. and 5 mg. white tablets, 
and as 2.5 mg. and 5 mg. capsules. 
Mericorren,* brand of prednisone. 614 
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Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


No drug. 


After Raudixin. E. not altered. 


After barbiturate. Typical “spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


suppcy: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 


AND A SEDATIVE? 
SOB. 
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DOCTORS EVERYWHERE NOW KNOW WHY 


Viceroys Smoother 


THE VICEROY TIP HAS... = 


Professional men who have studied the many filters as the other two largest-selling 
microscopic analysis of the Viceroy filter filter brands. That is why Viceroys are 
now know why the Viceroy taste is smoother by far—never, never rough. That 
smoother—never rough. Only Viceroy has is why so many doctors now smoke and 
20,000 tiny filters in every tip—twice as recommend Viceroys. 


Yes, smoother taste because there are 


TWICE AS MANY FILTERS 


IN EVERY VICEROY TIP 
as the other two largest-selling filter brands! 


Viceroy Brand B Brand C 


VICEROY 


Tilter Tip 
CIGARETTES 
Viceroy's exclusive filter is made from 
pure cellulose—soft, snow-white, natural! KING-SIZE 
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BETTER 


results are obtained 

with STERANE'—8 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 
complete and maintained for 

longer periods with relatively 
small doses.’ 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 


therapy...” 


in bronchial asthma 


4 


terane 


brand of prednisolone is 


Mo. 


Supplied: White, 5 mg. oral tablets, | 
bottles of 20 and 100, Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med, 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas, Pfizer & Co., Inc. 
Brooklyn 6, New York 
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NEW CONCEPT IN URINE-SUGAR TESTING 
CLINISTIX | 
REAGENT STRIPS 


specific enzyme test for urine glucose 


just dip 


complete specificity... unaffected by non- 
glucose reducing substances... differenti- 
ates glucose from other urine-sugars... 
thousands of tests reveal no substance 
causing a false positive. 


extreme sensitivity ...detects glucose con- 
centrations of 0.1% or less. 


utmost simplicity and convenience...a 
CLINISTIX Reagent Strip moistened with 
urine turns blue when glucose is present. 


qualitative accuracy...used whenever 


NEGATIVE 


POSITIVE 
Strip No 
turns blue 
blue color 


presence or absence of glucose must be 
determined rapidly and frequently. 
CLINISTIX does not attempt to give quan- 
titative results because so many factors in 
urine influence enzyme reactions. 


economy...CLINISTIX saves time and 
cuts costs...each strip is a complete test 
rapidly performed without reagents and 
equipment. 


available: Packets of 30 CLinistix Re- 
agent Strips in cartons of 12—No. 2830. 


AMES COMPANY, INC + ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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pronounced 
MUSCLE-RELAXING ACTION 


* 


dicarbamate) 


CIGENGED UNDER U.6, PATENT HO, 2,724,780 


MEPROBAMATE 


For significant relief in myositis, osteoarthritis, backstrain, and 
related conditions marked by: 

@ Muscle spasm © Stiffness and tenderness 

@ Restriction of motion © Pain 


As a superior muscle-relaxant, Equant offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free from 
gastric and other significant side-effects. Its 
anti-anxiety property provides important cor- 
relative value. 


Usual dosage: 1 tablet t.i.d. The dose may be ad- 
justed either up or down, according 
to the clinical response of the patient, 

Supplied: Tablets, 400 mg., bottles of 50, 


anti-anxiety factor 
with muscle-relaxing action 
...felieves tension 


| 
| 
Philadelphia 1, Pa, 
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IX 


an acknowledgment 


We are proud that our television series on the 
NBC network, “The March of Medicine”, has 
been selected to receive the first Albert Lasker 
Award in the field of television and radio, 


Rut we feel that those really being honored 
are you—the physicians and research scientists 
of America. 


Your sense of responsibility to the public— 
and that of your hospitals, laboratories, and 
staffs—has made it possible for “The March 
of Medicine” to report the story of medical 
progress. 


Lasker Award statuette The Lasker Awards heretofore have been be- 
stowed on many of the nation’s outstanding 
medical scientists and journalists. As a member 
of the pharmaceutical industry, we are particu- 
larly grateful for the honor represented by 
this award. 


We are also grateful for the support we have 
continually received from the American Medical 
Association, which has cooperated in this series 


from the very beginning. 


. 
Francis Boyer 4 


President 
Smith, Kline & French Laboratories 
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Now, for only $4950°G. E. brings 


you complete 200-ma x-ray facilities 


for fluoroscopy 


New PATRICIAN diagnostic unit 


— the low-cost x-ray unit with major features 
you've always wanted. You get 81-inch angu- 
lating table * independent tube stand with 
choice of floor-to-ceiling or platform mount- 
ing * 200 ma-100 kvp, full-wave transformer 
and control * double-focus, rotating -anode 
tube. But that’s not all. 

You're equipped for vertical and horizontal 
radiography — Bucky and non-Bucky technics 
—even cross-table and stereo views. Focal-film 


*/.0.b. Milwaukee, U.S.A. 


for radiography 


distances up to full 40 inches at any table 
angle. . . as great as 48 inches cross-table. 

The new PATRICIAN features a counter- 
balanced fluoroscopic unit with full screening 
coverage. Even the new automatic reciprocat- 
ing Bucky is counterbalanced — self-retaining 
in all table positions, 

Contact your General Electric x-ray repre- 
sentative for details or demonstration, and be 
sure to have him explain the G-E Maxiservice® 
rental plan, 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


Direct Factory Branch: 
CHARLOTTE — 1140 Elizabeth Ave. 


Resident Representatives: 


WINSTON-SALEM—N. E. Bolick, 1234 Miller St. 
WILSON—A, L. Harvey, 1501 Branch St. 
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On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


Minutes 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—IN TABLet 
Form—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate ... shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets’. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Reprint of recent 
in vivo studies avail- 
able on request 


Maigiyn Compound, cach tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. egy E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


OL? , 
Braylen PHARMACEUTICAL COMPANY 
CHATTANOOGA 9, TENNESSEE 


magnified potency | 
with Meti-steroid 
effectiveness in allergic. 


and inflammatory dermatoses 


Meti- De PM cream 0.5% 


“twice the per milligram 

_anti-inflammatory activity” 
of topical h ydrocortisone 
cosmetically acceptable 


water-washable 


for effective local relief of allergic: | 
(atopic and contact) nonspecit 
‘anogenital pruritus. 

formula: Fach gram. of water washable, 
Meti-Derm Cream contains 5 mg. (0.5%) of 
prednisolone, free in a cosmetically 
“acceptable base. 


| 
* 
approximately 
. packaging: Meri De rm Cream, 0.5%, 10 Gm. tube 


...and adding dual control 


to Meti-steroid skin therapy — 


protection 


against infection 


new 


Meti-Derm ointment 


with Neomycin 


enhanced effectiveness 


in allergic, inflammatory 


dermatoses when 


minor infection 


is present 


or anticipated 


neomycin in addition to 
prednisolone, free alcohol 

—for protective coverage against 

virtually all pathogenic skin 

bacteria with a well-tolerated, 


topical antibiotic. 


formula: Each gram of water-washable 
Merti-Derm Ointment with Neomycin 
contains 5 mg. (0.5%) prednisolone, 
and 5 mg. (0.5%) neomycin sulfate 
equivalent to 3.5 mg. neomycin base. 


packaging: Meti-Derm Ointment 
with Neomycin, 10 Gm, tube. 


wo, 
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cream 
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Because Karo Syrup is a balanced 
fluid mixture of dextrins, maltose, and 
dextrose, it is well tolerated, easily 
digested and completely utilized. Its 
use will not induce flatulence, colic, 
fermentation or allergy. 


Obviously, the selection of a milk 
modifier for infant feeding depends 
to a large extent upon the needs of 
the individual infant. But, after three 
generations of use, Karo is still a car- 
bohydrate modifier of choice for all 
infants. 


From the standpoint of the phy- 
sician, Karo permits easy adjustment 


of formula and safe transition from 
liquid to solid food as circumstances 
demand, 

Mothers appreciate the fact that 
Karo is readily available, inexpensive 
and easy to use. 

Light or dark Karo Syrup may be 
used interchangeably, with cow’s milk 
or evaporated milk and water. Each 
tablespoonful yields 60 calories. 


KARO’ SYRUP...meets all the criteria 
for effective milk modification 


1906 + 6Oth ANNIVERSARY + 1956 
CORN PRODUCTS REFINING COMPANY 


17 Battery Place, New York 4, N.Y. 
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BRAND OF MECLIZINE HYDROCHLORIDE 


longest-acting motion-sickness remedy’ effective in low 
dosage... controls motion sensitivity symptoms in minutes...one dose usually 


prevents motion sickness for 24 hours, 

in recommended dosage Bonamine is notably free from 
side reactions... supplied as: BONAMINE TABLETS, scored, tasteless, 
25 mg... . BONAMINE CHEWING TABLETS, pleasantly mint flavored, 25 mg. 


*Trademark 1. Report of Study by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 (March 3) 1956. 


I ft TCP) Prizer Lavonatories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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When a DOCTOR needs 4 DOCTOR 


When you’re sick or disabled, chances are your pro- 
fessional income stops. You’ve no boss to carry you 
on the payroll . . . no 30-day sick leave .. . no work- 
man’s compensation. 


Your only protection against that kind of financial 
disaster is a plan of INCOME REPLACEMENT. 
MUTUAL OF OMAHA’S Accident and Sickness 
Program has been designed for just such an emer- 
gency. 

Full details without obligation. Address PROFES- 
SIONAL DEPARTMENT, Mutual of Omaha. 


The Largest Exclusive Health and Accident Company in the World 
More than 700 Million Dollars Paid in Benefits 


HOME OFFICE: OMAHA, NEBRASKA 
V. J. SKUTT, President 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 
J. P. GILES, General Agent 
Asheville, N. C. 


Ulud 
OF OMAHA 
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THIS/IS HOW 


Antihypertensive 
Bradycrotic 


Tranquilizing 


The original alseroxylon fraction of India-grown Rauwolfia serpentina, Benth. 


Ditters 


from all other Rauwolfia preparations 


Higher Clinical Efficacy 


Rauwiloid represents the balanced, mutually poten- 
tiated actions! of several Rauwolfia alkaloids, of which 
reserpine and the equally antihypertensive rescinna- 
mine have been isolated. Hence, contrary to reports 
from some quarters, reserpine is not the only active 
principle of the Rauwolfia plant. Rauwiloid contains all 
the active principles, but it is freed of the undesirable 
dross of the crude Rauwolfia root. 


Greater Safety 


No single commercially available alkaloid can provide 
the full efficacy of Rauwiloid together with Rauwiloid's 
low incidence /low intensity of side actions.? For exam- 
ple, mental depression is “much less frequent with 
alseroxylon...’’? Rauwiloid is safely used even in the 
presence of cardiac, renal, and cerebrovascular compli- 
cations of hypertension. 


Simplified Dosage 
Dosage is simple...merely two 2 mg. tablets at bed- 
time. When desired effect has been obtained, one tablet 
per day often suffices. 


1. Cronheim, G., and Toekes, |. M.: Comparison of Sedative Proper. 
ties of Single Alkaloids of Rauwolfia and Their Mixtures, Meet. Am. 


Soc. Pharmacol. & Exper. Therap., lowa City, lowa, Sept. 5, 1955 
2. Moyer, J. H.; Dennis, E., and Ford, R.: Drug Therapy (Rauwolfia) 
of Hypertension. II. A Comparative Study of Different Extracts of 


Rauwolfia When Each Is Used Alone (Orally) for Therapy of Ambu- 
aeey Patients with Hypertension, A.M.A. Arch. Int, Med, 96:530 
( 1956. 
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“DOCTOR” 


Give Us Your Transportation Worries 


OUR BENEFITS WE COVER 
YOU WITH— 


LIABILITY INSURANCE 
of, 100,000/300,000 
Bodily Injury and 
50,000 for Property 
Damage 


PLAN 


New Automobiles 
Any Make 


No Worries Over : 

MEDIC Al end Theft tnsurence 
FYCLLISIVELY 


Battery Replacements 


7 


All Repairs, Tire & 
Tire Replocements For Most of You, All Battery Replacement Are 
Inspection Registration This Is 100% Tax Deductable Purchased In Your 

Fees Home Town 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor's Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Call 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


P.O. BOX 427 212 MORGAN STREET 
DURHAM, NORTH CAROLINA PHONE 2-3905 


G. B. Griffith, President W. A. Gay, Executive Vice President 


COMPLETE 


The 

NEW 
Phenothiazine 
Derivative 


For the Management of the 
Acutely Agitated Patient 


e The acute alcoholic The acute psychotic The drug addict 


A promising new agent in chemopsychotherapeutics, 


SPARINE has demonstrated impressive effectiveness 


in controlling acute excitation without inducing 
significant side-reactions.'*” 


SPARINE is a new, clinically effective phenothiazine 
derivative, which may be administered intravenously, 
intramuscularly, or orally. The route and dosage are 
determined by the extent of central-nervous-system 
excitation and by the patient’s response. 


Supplied: Tablets, 25, 50, and 100 mg., bottles of 50 and 500; 200 mg., 
bottles of 500. Injection, 50 mg. per ce., vials of 2 and 10 ce. 


1. Seifter, J., et al.: To be published. 2. Fazekas, J.F., et al.: M. Ann. 
District of Columbia 25:67 (Feb.) 1956. 3. Mitchell, E.H.: J.A.M.A. In press. 


“Trademark 


An Exclusive Development of Wyeth Research 


F 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion, This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours, The White 


Cross Hospital is under the ‘direction of a°compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed, At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 


Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 
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*‘Merthiolate’ is highly active under virtually all 
conditions; is relatively nonirritating and nontoxic 


‘Merthiolate’ is germicidal in dilutions up to 1:4,000 in 
serum media and is relatively nonirritating in the con- 
centrations suggested for use. It also maintains its ac- 
tivity in the presence of soaps. The fact that ‘Merthio- 
late’ is used as a bacteriostatic agent in fluids for paren- 
teral administration gives strong evidence of its safety. 
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President’s Address 


DONALD B. KOONCE, M.D. 


WILMINGTON 


I cannot conscientiously start this, my 
first published communication as president 
of the North Carolina Medical Society, 
without again paying homage to my prede- 
cessor, our immediate past president, Dr. 
Rousseau. I only wish that I could ade- 
quately praise the excellence of his monthly 
articles in this JOURNAL and his work dur- 
ing the entire year of his Presidency. 


Plans for the Coming Year 


As you know, because of the expansion 
in our membership, Pinehurst can no 
longer physically accommodate the annual 
meeting of our Medical Society. As a result 
of this, our 1957 meeting will be held in 
Asheville, May 6 through May 9. I think 
we will all agree that one of the reasons 
for the delay in the expansion of our mem- 
bership has been a fear of losing the friend- 
ly and intimate nature of our annual meet- 
ings. With the proper cooperation of all 
concerned, I can see no reason for such a 
loss. It is quite possible that, in the long 
run, the change in the location of our an- 
nual meetings will be beneficial. Asheville 
can more adequately accommodate us than 
can Pinehurst. The increase in available 
rooms will, of itself, obviate the many com- 
plaints each year of refusal of room reser- 
vations. We have been assured that the ser- 
vice which will be given us in Asheville 
will satisfy even the most critical. The only 
objection that I can possibly see is the 
additional distance that so many of us will 
have to travel. I would like to urge as many 
members of this Society as possible to plan 
to attend our 1957 meeting and to preserve 
the friendliness traditional to the meet- 


Expansion of remarks made at the President's Dinner, 
Medical Society of the State of North Carolina, Pinehurst. 
May 1, 1956, 


ings of our North Carolina Medical So- 
ciety. 

Your Executive Committee, through the 
Committee on a Permanent Home for the 
North Carolina Medical Society, of which 
Dr. William Coppridge is chairman, last 
year purchased a 51 acre tract of land, 11 
miles from Raleigh, with a large frontage 
on the Raleigh-Durham highway. This com- 
mittee is continuing its activities by inves- 
tigating the possibilities and probabilities 
of starting a definite building program in 
the near future. 

A professional re-evaluation of our ad- 
ministrative organization and committee 
structure is being considered for this com- 
ing year. Most of us have known for some 
years that our administrative organization 
is understaffed. Our committee structure 
of more than 50 committees is top-heavy 
and in many instances overlapping. It is be- 
lieved that five or six basic committees 
with necessary subcommittees would funce- 
tion more effectively at the expense of less 
time. Coordinated reports compiled by the 
chairmen of the basic committees would 
certainly be more easily assimilated and 
understood by the Executive Committee 
and the House of Delegates. 

This next year is a new legislative year 
on the state level as well as on the federal 
level. Many legislative problems will of 
necessity arise at both levels and will need 
the full cooperation of every member of 
our state organization. Plans are already 
being made by our Legislative Committee 
and executive group to handle these prob- 
lems as they come up in much the same 
manner as they have been handled in the 
past. It is becoming more apparent that 
the combined efforts of every individual 
member of the medical profession is neces- 
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sary to combat the inroads of federal and 
state control. 

It is hoped by similar messages in this 
JOURNAL to keep the membership aware of 
some of the aims and problems of the 
Executive Council during the ensuing year. 
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I would like to close this message with an 
earnest request for your cooperation and 
with a sincere prayer that our accomplish- 
ments may be of the same high caliber 
as those of your executive groups of the 
past. 


“A Small Leak Will Sink A Great Ship.” 


—BENJAMIN FRANKLIN 


G. WESTBROOK Murpuy, M.D. 


ASHEVILLE 


Dr. Rousseau has been so gracious as to 
give me the opportunity to present to this 
General Session a matter of considerable im- 
portance. Since some of the things I shall 
say are controversial, I wish to make it plain 
that Dr. Rousseau has not read this manu- 
script and that I am not presenting an offi- 
cial view of the Medical Society of the State 
of North Carolina. I alone am responsible. 

Nothing new or unfamiliar to a majority 
of the members of the society will be dis- 
cussed, This is an attempt to bring together 
and present in the simplest possible form a 
number of facts and observations which I 
believe to be worthy of your attention. 

Since physician-hospital relationships will 
be discussed at some length, I say positively 
that I offer no criticism of the hospitals in 
Asheville. Our local hospitals are entirely 
ethical, I have had no conflict whatever with 


them. 


Threats to the Private Practice of Medicine 

Ours is a time of great struggle. The East 
is arrayed against the West, liberal against 
conservative, socialism against private en- 
terprise, labor against capital, and Negroid 
against Caucasian. Of more immediate con- 
cern to us is a determined effort by numerous 
lay interests to assume control of the prac- 
tice of medicine in North Carolina and the 
United States. 

With every fiber of my being I believe 
that the unlimited choice of physician, the 
free selection of patient, the unqualified re- 
sponsibility of physician to patient, the un- 
hampered exercise of professional judgment, 


Read before the First General Session, Medical Society of the 
State of North Carolina, Pinehurst, May 1, 1956, 


and the direct reward for individual initia- 
tive form the only possible basis for the 
acceptable medical care of free men. On every 
passing day these essentia! qualities are be- 
ing degraded and the perimeter of private 
practice is being constricted. Those who are 
about to destroy our system of practice fall 
into a number of diversified groups but they 
have at least one thing in common. As or- 
ganizations they are not “natural persons.” 
Therefore they have no souls, they have no 
consciences, they cannot exercise professional 
judgment, and they are impersonally ruth- 
less. 

As a rule they operate behind screens of 
well meaning laymen who are largely un- 
aware of their true objectives. Often they 
have the assistance of physicians who do not 
comprehend the devastating end results of 
their policies. 

Generally, they are so well organized as to 
demand and secure conformity from their 
component units. 

There is nothing vindictive or punitive in 
their attitude toward medicine. Unfor- 
tunately we are “caught in the middle” as 
we stand in the way of their expanding pro- 
grams. The day is not far off when industry, 
labor, government, insurance companies, 
hospitals, and related groups will combine in 
their campaign to control all health activities. 
If we are not organized into a position of 
strength, private practice, as we have known 
it, will cease to exist. 

I will give to you a number of illustrations 
and endeavor to make some observations 
which will convince you beyond reasonable 
doubt that the private practice of medicine 
in North Carolina is in imminent danger of 
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losing its status as a professional art and is 
being forced into the mold of a trade. The 
very keystone of practice is the patient-doc- 
tor relationship, The respect of patient for 
doctor and the influence of doctor with pa- 
tient are the primary targets at which all 
attacks are directed. 


Industrial and labor groups 


As illustrated by the Kaiser Medical Serv- 
ice Plan on the West Coast and by a proposed 
plan of the Atlantic Coastline Railroad in 
Wilmington, industry over the nation is build- 
ing a series of hospitals and is organizing 
medical service plans for employees and their 
dependents, which are staffed by salaried 
and closed panel physicians. 

Labor also is establishing hospitals and 
complete medical service plans, staffed by 
salaried and closed panel physicians, to care 
for their members and their dependents. 

At a recent congressional hearing, Freder- 
ick F. Umbrey, executive secretary, The In- 
ternational Ladies Garment Workers’ Union, 
complained of the lack of cooperation from 
physicians and recommended that the Sher- 
man Antitrust Act be so amended as to in- 
clude medical and hospital services. 

Dr. Edwin F. Dailey, vice president of the 
Health Insurance Plan of greater New York 
has predicted that organized labor will soon 
establish the pattern of medical care in the 
United States. 


Federal and state encroachments 


The Veterans Administration is providing 
hospital care and medical service for an 
ever increasing number of non-service con- 
nected disabilities. It is not impossible that 
within the near future dependents of vet- 
erans will be included. 

The vast Social Security system now pro- 
vides cash payment and medical and remedial 
care for needy individuals 18 years of age or 
older when permanently and totally disabled. 
It seems quite likely that by means of House 
Resolution 7225 the Social Security Act will 
be so amended as to provide cash benefits to 
workers 50 years of age and older who are 
totally and permanently disabled. These peo- 
ple will, of necessity, have their disability 
certified by private physicians at government 
expense. 

Medical and hospital care for federal em- 
ployees and their dependents and for mem- 
bers of the armed forces and their dependents 
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is being expanded at a tremendous pace. 

The use of federal funds for medical 
schools, hospitals, and clinics has increased 
to an alarming degree, and the end is not in 
sight. 

The North Carolina Department of Health 
is ever encroaching further on the private 
practice of medicine. 

Immunization and the diagnosis and treat- 
ment of tuberculosis are now largely in the 
hands of the health department. 

The belief that industrial medicine should 
be a health department activity is held by 
many officials. 

In his report to this society in 1955 Dr, J. 
W. R. Norton, our State Health Officer, indi- 
cated a trend when he suggested that non- 
communicable diseases such as cancer, neph- 
ritis, diabetes, arthritis, and cardiovascular 
disease should be brought under health de- 
partment control. 


I quote two paragraphs from his report: 


We are now at about the same stage of medical 
knowledge regarding these chronic, non-com- 
municable disorders at which our predecessors 
found themselves when joint efforts of private 
practice and public health began to be coordi- 
nated against the communicable diseases. We 
are afforded the opportunity to proceed hu- 
manely and cooperatively, as was done so suc- 
cessfully against the infectious diseases. 

The work of the private practitioner will be 
just as ethical and much more satisfying as all 
chronic disorders are promptly diagnosed and 
control efforts are made more effective, Our 
state is in a strategic position to lead the way 
in combatting chronic, non-communicable disor- 
ders and accidents, just as private practitioners 
and the public health team joined hands to 
pioneer in communicable disease control. 


The State of North Carolina maintains a 
large university clinic and hospital which 
accept patients of all classes. To the best of 
my knowledge, professional fees are then di- 
verted to some degree into university funds. 
Thus, physicians are employed by the state, 
given the prestige of a connection with the 
university, and maintained in active compe- 
tition with private practice. 


Other groups 


The national organization of the optome- 
trists is asking for the passage of state laws 
which would limit refractions to licensed op- 
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tometrists. Ophthalmologists would there- 
upon be required to secure such licenses. 

There is reputed to be an active national 
organization of attorneys which undertakes 
to train its members in refuting medical tes- 
timony and in securing larger judgments in 
professional and other liability cases. 
Supervision by hospitals 

The American Hospital Association is 
adopting the concept that the hospital should 
be the purveyor of all health services in the 
community, and that all who render service, 
including physicians, should be salaried em- 
ployees. 

Local doctors believe that the Virginia Hos- 
pital Association is about to sponsor an act 
in the state legislature which would speci- 
fically authorize hospitals to employ all cate- 
gories of physicians. 

Until stopped by the Insurance Commis- 
sioner, a group of hospitals in New York 
forced the medical staffs to turn over to ad- 
ministrators the fees for services rendered 
industrial cases in their institutions. 

It is becoming more and more prevalent for 
administrators to attempt to direct the treat- 
ment given to patients, including the ordering 
of special examinations, in order to increase 
hospital income. 

A California hospital has demanded that 
staff members submit their private books for 
audit, The board of another hospital passed 
a regulation forbidding the medical staff to 
meet for even a social gathering unless the 
administrator was present. 

I have been told directly by one of those 
involved that Jefferson Medical College re- 
cently dismissed four outstanding members 
of its teaching and hospital staff who refused 
to engage in financial practices which were 
unethical and in competition with private 
physicians. 

There are hospitals in North Carolina who 
hire physician-employees so that the differ- 
ences in fees collected and the salaries paid 
provide a source of income for the institu- 
tions. 

One North Carolina hospital passed and 
attempted to enforce a regulation requiring 
that the medical staff turn over to the hos- 
pital from 10 per cent to 50 per cent of 
moneys earned in private practice within the 
institution. 

Another North Carolina hospital tried to 
enforce a rule which would require physi- 
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cians to purchase staff appointments at the 
rate of $500.00 each. 


The Medical Care Commission 


The Medical Care Commission was created 
with the blessing of the Medical Society of 
the State of North Carolina. We are all fa- 
miliar with how the dispensing of construc- 
tion funds and the use of the hospital licens- 
ing power have brought North Carolina hos- 
pitals under the dominance of the Commis- 
sion to a remarkable degree. Now the Attor- 
ney General of the State of North Carolina 
has written an opinion concerning hospitals 
and the Medical Care Commission which I 
quote in part: 

It is my opinion that the Legislature author- 
izes hospitals licensed under the Act to prescribe 
the qualifications for those who treat the sick in 
the hospital and that as a part of its power the 

- hospital may arrange with physicians and sur- 
geons for the treatment at the hospital at fair 
and reasonable cost. 


Need I say that the prospect of seeing the 
hospitals and the Medical Care Commission 
authorized to direct treatment given by, and 
to set the fees of, physicians who care for 
patients in hosvitals which are licensed by 
the Medical Care Commission is a frighten- 
ing svecter? The North Carolina Industrial 
Commission, commercial insurance com- 
nanies, Blue Cross Plan and, yes, even Blue 
Shield use the power of the purse to prescribe 
to a considerable degree how, when, and what 
treatment shall be given to natients covered 
by their insurance policies. At this moment, 
we find ourselves “on the sidelines, listening 
to representatives of insurance companies, 
bargaining with labor and management on 
fees. rates, coverage and services. The revre- 
sentatives of labor and management will in- 
sist on comnlete services for as little as pos- 
sible. Labor will renresent millions of people. 
Business will renresent the greatest part of 
the money behind the plan. Revresentatives 
of the insurance companies will try to satisfy 
both and you will have nothing to say about 
it providing you will have agreed to partici- 
pate.” 

Alternative to Appeasement 

Beginning about 1935, the federal govern- 
ment, as later led by Mr. Oscar Ewing, un- 
dertook to nationalize and socialize medicine 
in the United States. In an effort to belittle 
the profession in the eyes of the public an 
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organized campaign of vilification was be- 
gun. From then until now we have followed 
a plan of apology and appeasement. It has 
not worked for medicine any better than a 
similar plan has worked for the United States 
in world affairs. 

We have behaved like a flock of stupid 
chickens under the shadow of the hawk, As 
individuals we have scurried for the nearest 
cover or crouched in trembling terror with 
little thought of defense and less care for the 
welfare of our fellows. In my opinion, the 
time for apologies has passed. We should use 
our minds and our hearts to determine what 
is best for those we serve and what is best 
for the medical profession, and then follow 
the prescribed course without regard for the 
inevitable obstacles which we will encounter. 

We live in a society which is largely con- 
trolled by tightly organized groups, and I 
submit to you the hypothesis that in it only 
an organized group can survive. In the eyes 
of the public we are, and I use the ugly word, 
a union. We bear the excoriation and censure 
which is often heaped upon unions, but we 
have not had the advantages which come 
from union organization. I do not suggest 
that now or ever in the future we refuse to 
give our best professional services to all the 
sick who need us. I do suggest that we use 
the power of this organization to control the 
social and economic circumstances under 
which our services are rendered when a third 
party intervenes between physician and pa- 
tient. 

Many of you who are of my generation 
will, as I did, draw back in horror from this 
idea which will seem to you to be a prostitu- 
tion of medical ideals. To you I say that after 
months of soul-searching I am convinced 
there is no other way. Many of you of a 
younger generation will resist this idea, be- 
cause you will see in it factors which will 
disturb your present conditions of practice. 
To you I say that you must choose between 
submitting to a considerable degree of in- 
tramural! discipline or else finding yourselves 
forever displaced to the level of the artisan. 
To all of you I say that if you have a better 
plan of procedure, your profession has never 
needed the fruits of your hearts and brains 
more than at this moment. 

Careful consideration may convince you, as 
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it has me, that we must capitalize on the one 
privilege which is generally conceded by the 
courts and which is thoroughly incorporated 


in our legal structure—namely, the right to 
use organizational membership to control the 
conditions of gainful employment. 

I propose specifically that the Medical So- 
ciety of the State of North Carolina create 
a commission of the five most level-headed, 
most astute, most dedicated, and most cour- 
ageous men to be had to undertake the con- 
tinuing task of planning an immediate and a 
long-range defensive and offensive program 
designed to preserve the private practice of 
medicine in North Carolina. 

I strongly recommend that you read and 
reread Dr. Rousseau’s President’s Message 
as published in the January issue of the 
NORTH CAROLINA MEDICAL JOURNAL. From 
that really extraordinary writing I copy two 
quotations, the first by George Washington: 

“If to please the people, we offer what we 
ourselves disapprove, how can we afterward 
defend our work? Let’s raise our standard to 
which the wise and honest can repair—the 
event is in the hand of God.” 

The second is from Benjamin Franklin: 

“They that can give up essential liberty to 
obtain a little temporary safety deserve 
neither liberty nor safety.” 


Conclusion 


1. Our social and economic order is largely 
controlled by highly organized pressure 
groups and in it only such groups can hope 
to maintain their integrity. This situation is 
most unfortunate, but it cannot be changed. 
It must be accepted. 

2. The Medical Society of the State of 
North Carolina must recognize and acknowl- 
edge the gravity of the situation. 

3. As we stand idly by, our rights and 
privileges and our immunities are being bar- 
gained away by representatives of labor, 
industry, Government, insurance companies 


and hospitals. I propose that the Medical 
Society of North Carolina assume the prero- 
gative of doing its own negotiating with third 
party agencies. 

4. “Freckles would make a very respectable 
coat of tan if they could only get together,” 


State and Local Health Department Services 
in North Carolina 


J. W. R. Norton, M.D., M.P.H., F.A.C.P.M.* 
RALEIGH 


Since so many have only a partial knowl- 
edge of the services of the state and local 
health departments, it seems appropriate to 
outline these functions so that we may have 
more informed medical guidance in planning 
future programs. 

The state and local health departments in 
North Carolina have enjoyed a growth in 
quality and quantity comparable to that of 
general hospitals and private practice during 
the same period. Our Medical Society was 
for two years, beginning in 1877, the State 
Board of Health, and for two years was 
operated with an annual appropriation of 
$100.00. In 1879 a Board of nine, similar 
to that of today, was set up. It was 29 
years later that a full-time physician was 
employed. The era of emphasis on fumiga- 
tion, quarantine, and regulation-enforce- 
ment was as unsatisfactory in prevention 
as the groping progress in private practice 
during the same period was in treatment. 

The nine-member State Board of Health 
(five appointed by the Governor and four by 
this Medical Society, six of whom are phy- 
sicians, with staggered four-year terms) for- 
mulates policies and prescribes regulations 
and procedures that are carried out adminis- 
tratively through the 300 central staff and 
1200 local department employees. 

The Central Staff Organization 


The central staff organization is set up 
under the State Health Officer and Assistant 
State Health Officer, with six Division Di- 
rectors and about 30 section chiefs. The bare 
listing of titles suggests the programs and 
services. 

1. The Central Administration includes 
budgets, personnel, files, printing, mailing, 
public relations, film library and _ public 
health library. 

2. The Division of Epidemiology embraces 
the following sections: acute communicable 
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diseases, public health statistics, venereal dis- 
eases, tuberculosis, occupational health, home 
and farm accident prevention, and veterinary 
public health. Epidemiologic consultations 
are increasing in frequency and usefulness. 

3. The Laboratory Division protects the 
public health through services to private phy- 
sicians, hospitals, and health departments, 
through: biologicals, microscopy, cultures, 
serology, water analyses, chemistry, and ap- 
proval of laboratories. The growing library 
should be of increasing helpfulness to health 
staffs and private physicians. 

4. The Local Health Division has sections 
as follows: administrative, public health 
nursing, mental health, health education, and 
(jointly with the Department of Education) 
school health. 

5. The Oral Hygiene Division provides ed- 
ucation through visual media, lectures and 
literature, and also services in consultation, 
correction, and prevention. 

6. The Personal Health Division includes 
sections on maternal and child health, crip- 
pled children, nutrition, cancer, and heart 
disease. 

7. The Sanitary Engineering Division in- 
cludes four sections: sanitation (environ- 
mental factors, public eating places, milk, 
and shellfish), engineering, insect and rodent 
control, and stream sanitation. Radioactive 
wastes, air and stream sanitation, and hous- 
ing are of inereasing importance. 


Local Departments 

Local health departments began in 1911 
under the leadership of North Carolina’s first 
full-time health officer, Dr. Watson S. Ran- 
kin, and reached the entire state by July, 
1949. From the beginning there has been lo- 
cal autonomy, flexibility and adaptability, 
and medical guidance. Strong local boards, 
actively supported by the county medical so- 
cieties and the public, have assured progres- 
sively better health services, 

From the minimum of a health officer, 
public health nurse, sanitarian and clerk 
(each full-time) and a ten-week oral hygiene 
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program, to a large department such as 
Mecklenburg’s (with about 150 workers, in- 
cluding a full-time dentist), the services are 
provided mainly on an economical, general- 
ized basis. 


Services of local health departments may 
be described briefly under seven headings: 


1. Sanitation: The utmost in tact and 
leadership is required to ensure clean 
drinking water and milk, safe disposal of 
human wastes, safe food processing and 
vending establishments, and _ healthful 
schools and camps. More should be done to 
protect our streams and the air from con- 
tamination and to promote better housing 
for everyone, including migratory farm 
laborers. Certain insects and rodents have 
depleted food, clothing and shelter, and 
have spread epidemics. The health depart- 
ment team wages war on those harmful to 
us. The approach is through education and 
helpful guidance rather than dictation. 

2. Good maternal and child hygiene begins 
with planned parenthood and _ extends 
through prenatal, natal (including midwife 
supervision), postnatal, infant, preschool, 
and school periods. Nutrition and oral hy- 
giene services are essential. Services for crip- 
pled children and rehabilitation restore many 
disabled people to useful, happy lives. In this 
area we have achieved a cooperating team of 
private physicians, hospital personnel, and 
a public health staff, whose services al- 
ways include research and teaching. Re- 
search indicates that a constructive ma- 
ternal and child health program will defi- 
nitely reduce the incidence of mental de- 
ficiency, juvenile delinquency, and possibly 
some of the later neuroses, psychoses and 
degenerative diseases. This is not too far 
back to go in planning a preventive pro- 
gram in gerontology. 

3. Communicable disease control depends 
on sanitation activities, immunizations 
wherever possible, and, as in all cther areas 
of health progress, the cooperation between 
the public health team, the private practi- 
tioner and the hospital team is essential. 
Progress against the diarrheas, dysenteries, 
smallpox, typhoid, tuberculosis, diphtheria, 
and malaria shows what this coordinated ef- 
fort can accomplish. Health workers have had 
an important role in improving the treatment 
of tuberculosis and venereal diseases, and as 
a result many of these patients can now be 


HEALTH DEPARTMENT SERVICES—NORTON 251 


better treated in doctors’ offices. 

4. Laboratory services of the local health 
department assist in clinic programs and also 
aid the private physician. Prompt diagnostic 
aid in the more common communicable dis- 
cases and in milk and water examinations 
are examples. 

5. Health education is the job of the entire 
staff, under the stimulating leadership of 
those with specialized training in this field. 
All individual, group, and mass efforts, in- 
cluding audio-visual media, are useful, The 
nurse or sanitarian can give detailed instruc- 
tion to supplement the brief visits with and 
to the family physician. The health depart- 
ment can inform the public regarding quacks 
and faddists and encourage early supervision 
by the competent and ethical medical prac- 
titioner. 

6. Public health statistics constitute the 
inventory—the income and the outgo—of hu- 
man resources. They may explain losses and 
point the way to gains. They assist the pri- 
vate practitioner by alerting him in diagnosis 
and point the way for teamwork in recog- 
nizing and combatting the enemies of life 
and health. Sound evaluation and program 
planning are impossible without accurate 
health bookkeeping. 

7. Chronic diseases, mental disorders, and 
accidents can be attacked jointly by those in 
research and teaching, by health depart- 
ments, and by private practitioners using the 
same methods that have been proved useful 
against communicable diseases, Dis- 
eases of the heart and blood vessels, cancer, 
mental disorders, and accidents are increas- 
ing in our aging and hurried population. We 
have much to learn regarding the etiology of 
mental disorders and the chronic degenera- 
tive diseases. We have reason to believe that 
early case-finding and medical guidance, with 
follow-up by nurses, can be useful in most 
cases. We hope soon to learn more about the 
part played by nutrition, endocrinology, and 
the viruses. Health statistics are useful in 
identifying problems in these areas, and 
health departments can inform the public on 
the necessity of cooperation in prevention 
and treatment. 

Services of local and state health depart- 
ments are so intertwined that it may become 
difficult to distinguish them. Wherever di- 
rect services or specialist consultation are 
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not feasible through the local health depart- 
ment, the state provides them. 
Special Services 

Services of local health departments are 
recognized as the most important, but any 
large business requires a reasonable overhead 
guiding and cohesive force; hence central ad- 
ministration, public health statistics, and lab- 
oratory services. Since most local department 
personnel serve on a generalized basis, the 
state provides a few state or district special- 
ist-consultants in such fields as sanitary en- 
gineering, nutrition, laboratory activities, 
public health nursing, and epidemiology. Di- 
rect services to local health departments and 
private physicians are provided through the 
divisions on maternal and child health, re- 
habilitation, laboratory examinations and 
the supply of biologic products, oral hygiene, 
tuberculosis and venereal disease case-find- 
ing, accident (home and farm) prevention, 
and health education. Private physicians are 
also aided through laboratory, epidemiologic, 
and statistical services, and study committees 
of this Society through statistical, epidemio- 
logic, and other services. Many consultative 
health services are provided other state agen- 
cies and institutions such as those dealing 
with sanitary engineering, nutrition, and 
food service for the Medical Care Commis- 
sion, prisons, tuberculosis and psychiatric 
hospitals, and training schools, Consulta- 
tion is provided municipalities regarding 
design and construction of water treatment 
and sewage disposal plants. Materials used 
in the manufacture of bedding are in- 
spected, Insect and rodent control measures 
are available to assist municipalities and 
private industries. 

Occupational health activities protect 
workers and promote industrial development. 
Veterinary public health services (in close 
cooperation with the Department of Agricul- 
ture) help control diseases which primarily 
attack animals but secondarily man, and 
stimulate the livestock industry. Oral hygiene 
has far-reaching effects in maternal and 
child health, reduces absenteeism, and prob- 
ably reduces the degenerative diseases of our 
aging population, Mental health services are 
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being developed along lines similar to our 
tuberculosis control work; namely, some cen- 
tral or district assistance in case-finding and 
consultation, and local instructional guidance 
and follow-up. Public health has played a key 
part in the considerable reduction of mental 
disorders of paresis and pellagra. 


Conclusion 


These many services provided by the state 
and local health departments are helpful to 
all our four and a half million citizens and 
enhance the attractiveness of private prac- 
tice throughout our state. By the prevention 
of disability and the postponement of death, 
the standard of living is raised. The private 
physician or dentist can be called earlier 
when illness or injury does occur, if the fam- 
ily has not previously been handicapped by 
preventable disabilities. Agriculture and in- 
dustry are stimulated and tourists are at- 
tracted to come and to return to the state. 
The people are becoming better informed as 
to what they may reasonably expect in pre- 
vention, diagnosis, treatment and rehabilita- 
tion; if any one area is neglected, the public 
relations of every physician and of organized 
medicine suffer accordingly. 

The cost of these public health services is 
amazingly low. From a total expenditure for 
the fiscal year 1955 of $8,007,917.44, or 
less than $2.00 per capita, 70 per cent 
($5,623,263.32) was used by local health 
departments. Much of the remainder was 
invested in direct services or in consulta- 
tive services to local health departments, 
to other agencies and institutions (state 
and local), and to private physicians and 
hospitals. For clinic and corrective services 
private physicians were paid $240,202.78, 
and hospitals received $548,253.42. Yet the 
per capita cost of local health services was 
$1.385, with county-city appropriations pro- 
viding 75 per cent, and for state health de- 
partment services, the cost was $.587. The 
continuation of this ethical teamwork in a 
sound and balanced preventive program, 
with emphasis on economical decentraliza- 
tion and progressive and unselfish private 
practice offers the best hope of preserving 
our free enterprise system. 
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The New Medical Examiner Act of North Carolina 


K. M. BRINKHOUus, M.D. 
CHAPEL HILL 


Last year the General Assembly of the 
State amended the statutes in relation to 
postmortem medico - legal examinations. 
This Act became effective January 1 
of this year and makes possible a 
major reform in the manner of investigat- 
ing unattended deaths of public concern. 
In this paper, three aspects of the coroner- 
medical examiner system of North Caro- 
lina will be considered: (1) historical con- 
siderations which led up to this new legis- 
lation, (2) the chief provisions of the new 
Act, as well as a comparison with a so- 
called model Act, and (3) certain require- 
ments which need to be met if the new 
system is to be an effective force in the 
state. 

Historical Aspects 
The coroner 

The coronor has been a part of our so- 
ciety since very early times. Myren, of the 
Institute of Government of the University 
of North Carolina, has reveiwed both critic- 
ally and exhaustively the history, legal 
basis, and functioning of the coroner sys- 
tem in this state in two separate publica- 
tions, in 1953 and 1956''’. The word coro- 
ner is derived from the Latin corona, 
“from the Crown.”’ This office had its orig- 
in in England long before the Magna Carta. 
Its main function for centuries has been 
the investigation of apparently unnatural 
deaths. Statutory provision for the office 
in North Carolina was first made in the 
Colonial Period nearly two and one-half 
centuries ago. Ever since the Declaration 
of Independence, the office of coroner has 
been provided for in the State Constitu- 
tion. 

In the first Constitution, framed in 1776, 
the Thirty-eighth Article stated “That 
there shall be a Sheriff, Coroner or Coro- 
ners, and Constables, in each County with- 
in this State.” The constitutional provi- 
sion for coroner was retained in the pre- 
sent Constitution adopted in 1868. In the 
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Article dealing with the Judicial Depart- 
ment is a Section which reiterates that in 
each county there shall be a Sheriff and 
Coroner, elected for a four-year period. 
Although many amending statutes have 
been passed regarding the duties of coro- 
ner, the function of this official has actually 
changed but little since 1715. This year 
there occurred a major change in our state 
laws regarding investigation of unnatural 
and suspicious deaths. Under the new law 
the major function of the coroner's office 
may be transferred to a medical examiner. 
Why was there so much dissatisfaction 
with the coroner office, whose roots are so 
deep in our history, as to bring about this 
new legislation? 

Need for revising the coroner system 

The chief disadvantages of the coroner 
system in North Carolina appear to be the 
following: 

1. The coroner is an elected official. 

2. There are no special qualifications for 
coroner. All that is needed of a candidate 
is that he be a qualified voter in his coun- 
ty. Myren’'”’, in searching through the 
laws of our state, did find three other quali- 
fications: (a) He must not “deny the being 
of Almighty God,” (b) he must not have 
issued a challenge for or fought a duel, and 
(c) he must not have been convicted of or 
pleaded guilty to a crime punishable by 
state imprisonment! 

3. Jurisdiction to investigate cases is 
limited. Furthermore, there is not even a 
requirement that the coroner be notified of 
deaths which should be investigated. 

4. No adequate provision is made 
medical and scientific assistance. 

The Medical Society of the State of 
North Carolina has taken the lead in cor- 
recting the deficiencies of the coroner sys- 
tem. Each year since 1948 this Society has 
had a committee working to improve the 
situation. We owe much to these commit- 
tees, and particularly to their chairmen, 
Drs. James B. Bullitt, Wiley D. Forbus, 
and the present chairman, John H. Hamil- 
ton. Two basic alternatives faced the var- 
ious groups that studied the problem. The 
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first alternative was to modernize the of- 
fice of coroner, to strengthen its legal basis, 
and to provide for needed medical and 
other scientific assistance. Many favored 
this approach. It was pointed out that, 
since the office was a constitutional one, 
there was little possibility that our Con- 
stitution could be altered quickly. So re- 
gardiess of other solutions, the coroner 
would continue to be a county official. The 
other alternative was to establish a sepa- 
rate medical examiner system which would 
largely supersede the coroner in medico- 
legal investigations. The latter view pre- 
vailed. 

Well-functioning statewide medical ex- 
aminer systems have been in effect in our 
neighboring states, Virginia and Maryland, 
for several years. Bills embodying a some- 
what similar system were introduced in 
both the 1951 and the 1953 legislature‘*’. 
Not until 1955 were these efforts rewarded. 
Then a system differing in many respects 
from all earlier proposals was adopted. 


The Medical Examiner Act: Comparison 
with Model 


The National Municipal League'*’ sev- 
eral years ago outlined a model system for 
a medical examiner system. We might first 
outline the essentials of this model system, 
and then compare our present law with 
the model, 

Essentials of model system 

First, there are medically qualified local 
examiners with clearly defined jurisdiction 
as to classes of deaths which are to be in- 
vestigated. Second, there is a supervisory 
commission at the state level composed of 
law enforcement, legal, and medical repre- 
sentatives. Third, there is a full-time state 
or chief medical examiner. This official is 
a pathologist who provides leadership and 
technical advice and services for the whole 
state system. He directs a central medico- 
legal laboratory with staff and equipment 
for essential work in pathology, toxicology, 
possibly ballistics, and other specialized 
work. The system is statewide and uniform 
in its operations. 

The North Carolina medical examiner law 


Now let us examine the chief provisions 
of the North Carolina Law'*’ (See appen- 
dix). First of all, the framework of a state- 
wide system is provided. However, each 


county has the option to adopt the medical 
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examiner system or to retain the present 
coroner system. Second, at the state level, 
the system is centered in the State Board 
of Health. A special committee, the Com- 
mittee on Postmortem Medico-legal Ex- 
aminations, has been established to ad- 
minister the provisions of the Act through 
the State Health Officer. This Committee 
consists of the State Health Officer as chair- 
man, the Attorney-General and the Direct- 
or of the State Bureau of Investigation or 
their representatives, the heads of the three 
medical school pathology departments or 
their representatives, and a lay represen- 
tative appointed by the Governor*. The 
chief duties of this Committee and _ its 
chairman are the following: (1) to pro- 
mulgate rules and regulations for the new 
medico-legal investigative system; (2) to 
divide the state into districts, and in each 
district appoint a district pathologist; (3) 
to appoint, with the approval of the Coun- 
ty Board of Commissioners, county medi- 
cal examiners; and (4) to maintain a 
toxicology laboratory and a central records 
file. 

At the county level, clear provision for 
the duties of the medical examiner is made. 
The county medical examiner unlike the 
coroner is always a practicing physician. 
And he is an appointed official. Legally, the 
medical examiner is in a much better posi- 
tion than the coroner. The new law pro- 
vides for notification of the medical exam- 
iner of occurrence of those types of deaths 
which are to be investigated. The examin- 
er’s jurisdiction is explicitly stated in the 
new law. 

Our new law then definitely breaks with 
the tradition of the coroner system. It 
differs from the model in many respects. 
Further, it is not exactly like any other 
medical examiner system now in opera- 
tion. It is a permissive system without a 
chief medical examiner to head up the 
whole undertaking. It may thus be charac- 
terized as an optional, largely decentral- 


*The present membership of the Committee, which had its 
first meeting December 19, 1955, is as follows: J.W.R. Nor 
ton, M.D., State Health Officer, Raleigh, Chairman; K, M. 
Brinkhous, M.D., professor of pathology, University of 
North Carolina, Chapel Hill, secretary; Wiley D. Forbus, 
M.D., professor and head of the Pathology Department, Duke 


Medical School, Durham; Smith Foushee, M.D., Pathology 
Department, Bowman Gray School of Medicine, Winston 
Salem; The Honorable Harvey W. Marcus, Representative 
of the Attorney General, Raleigh; Mr. Holt MePherson, 
editor, High Point Enterprise, High Point: and Mr. James 
W. Powell, State Bureau of Investigation, Raleigh, 
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Table 1 
Prevailing Medico-Legal Systems in U. S8.‘°) 


System No. States 
Coroner 31 
Medical examiner 7 
Combination, coroner and 

medical examiner 10 


ized system. At the state level, there is a 
supervisory committee and a state toxicol- 
ogy laboratory. 

It is envisaged that the new system will 
operate as follows: First of all, individual 
counties will come into the system if and 
when the board of county commissioners 
so elect. The State Health Officer, with the 
approval of the State Committee and the 
county commissioners, will appoint a coun- 
ty medical examiner. The medical examiner 
in carrying out his investigative duties un- 
der the act has available the services of a 
district pathologist when an autopsy is 
needed. The state has already been divided 
into 35 districts, and district pathologists 
are being appointed. The district patholo- 
gist will have available the services of a 
state toxicology laboratory. Payment of the 
medical examiner and the district pathol- 
ogist is by fees fixed by the county com- 
missioners. The method of handling toxi- 
cology costs is not yet determined'”’. 

We might stop for a moment, and ask 
how North Carolina fits into the national 
pattern with this new law. Is the dual sys- 
tem — coroner and medical examiner — 
unique? A review of the systems used in 
the various states is shown in table 1. 
The majority of states still rely on the 
coroner system. A minority of states have 
a medical examiner system, and only a 
few of these states approach the model. 
Finally, many states, including North Car- 
olina, operate under a mixed system, a 
coroner having authority in some counties 
and a medical examiner in others. In many 
of the states with a mixed arrangement, 
the medical examiner system is limited 
to the highly urbanized sections. 


Implementation of New System 
The passage of this new law is a chal- 
lenge to the medical profession of the state. 
The law by itself will accomplish little. 
It must be implemented. At the county 
level, an educational program is needed so 
that the county commissioners will appre- 


MEDICAL EXAMINER ACT—BRINKHOUS 255 


ciate the improvements made possible by 
the new law. Our county medical societies 
and individual physicians can undoubtedly 
do much in pointing out the advantages of 
the new system. Physicians need to make 
themselves available for appointment as 
county medical examiners. The system, to 
become effective, must have the active co- 
operation of the pathologists in the state. 
The North Carolina Society of Pathologists 
has already indicated its support of this 
new program. However, pathologists are 
still relatively scarce in the state, and it 
will not be possible initially to have a resi- 
dent pathologist in every district. 

At the state level many things are in 
order. Very important is the establishment 
of a state toxicology laboratory. Work has 
already started on the provision of a clear 
set of rules to guide both the medical ex- 
aminer and the district pathologist. Prob- 
ably most important of all is the sponsoring 
of an educational program through which 
participating physicians may become bet- 
ter informed in this specialized phase of 
medicine—forensic medicine. We are for- 
tunate in having a state agency, the Insti- 
tute of Government of the University, 
which has done pioneer work in education 
and guidance of local officials, and which 
has done much for the coroners of the 
state in the past. Perhaps the efforts of this 
Institute can be extended in this field also. 

At both the state and local level adequate 
budgetary support is needed, Probably one 
reason the coroner system has done so 
poorly in several parts of the state is be- 
cause of lack of support. This will need to 
be overcome in the medical examiner sys- 
tem if it is to flourish. Even with our best 
efforts, it will probably be years before this 
new system is universally adopted, To date, 
two counties out of our 100 have elected to 
join. 

Summary and Conclusions 


The legal framework has been provided 
for the evolutionary development of a 
statewide medical examiner system. The 
system may be characterized as optional by 
counties and largely decentralized in its 
operation. Much effort must still be given 
by the medical profession as well as by 
other groups at both the county and state 
level if we are to make this a satisfactory 
system. During this developmental phase, 
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the understanding of the whole profession 
is needed, and the energetic support and 
active participation of physicians as medi- 
cal examiners and as district pathologists 
is required. Eventual strengthening of the 
law would appear to be in order, with 
amendment of the Constitution to eliminate 
the mandatory retention of the office of 
coroner. 
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H, B. 147 CHAPTER 972 

AN ACT TO REVISE THE LAWS OF NORTH 

CAROLINA WITH RESPECT TO POSTMORTEM 
MEDICOLEGAL EXAMINATIONS. 

The General Assembly of North Carolina do enact: 

Section 1. Chapter 130 of the General Statutes of 
North Carolina is hereby amended by adding 
thereto a new Article, to be designated “Article 
30. Postmortem Medicolegal Examinations”, con- 
sisting of 12 new Sections numbered 130-293 to 
130-304 and to read as follows: 

“ARTICLE 30 
Postmortem Medicolegal Examinations 

G. 8. 180-293. Committee Created.—For the pur- 
pose of administering this Article, there is here- 
by created within the State Board of Health a 
committee to be known as the Committee on Post- 
mortem Medicolegal Examinations, which commit- 
tee shall consist of seven persons, six of whom 
shall be ex officio members designated by notifica- 
tion in writing to the Governor as follows: 

(1) The State Health Officer, 

(2) The Attorney General, or a member of his 
staff designated by him. 

(3) The Director of the State Bureau of Inves- 
tigation or a member of his staff designated by 
him, 

(4) The Head of the Department of Pathology 
of the Medical School of the University of North 
Carolina or his representative from said depart- 
ment designated by such departmental head. 
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(5) The Head of the Department of Pathology 
of the Bowman Gray School of Medicine of Wake 
Forest College or his representative from said 
department designated by such departmental head. 

(6) The Head of the Department of Pathology 
of the School of Medicine of Duke University or 
his representative from said department desig- 
nated by such departmenal head. 

(7) One member shall be a layman appointed 
by the Governor. 

The State Health Officer shall be the Chairman 
of the Committee, 

Regular meetings shall be held at such times 
as may be determined by the committee, and spe- 
cial meetings may be called at any convenient 
time and place upon reasonable notice signed by 
any three members. 

Ch. 972 1955—Session Laws 

Four members constitute a quorum for the 
transaction of any business coming before the 
committee. 

The ex officio members shall have all the priv- 
ileges, rights, powers, and duties of the appointed 
member and shall serve on the committee during 
the tenure of their respective offices or that of the 
officer they represent. The member appointed by 
the Governor shall serve for a period of four 
years. 

G. 8. 130-294. Powers and Duties of the Com- 
mittee.—The committee shall have power subject 
to the approval of the State Board of Health: 

(a) To make, amend, repeal, and promulgate 
necessary rules and regulations for its own gov- 
ernment and procedure and for the performance 
of its duties under this Article, including the pow- 
er to allocate the expenses of performing autopsies 
and to impose and allocate the expenses of per- 
forming toxicological studies. 

(b) To accept grants, contributions, gifts, de- 
vises and bequests which may be used for pur- 
poses not inconsistent with the said grants, gifts, 
contributions, devises and bequests and for any 
other purposes as deemed necessary by the com- 
mittee. 

(c) To authorize the Chairman of the Commit- 
tee and his employees to cooperate with all educa- 
tional institutions and law enforcement agencies 
of the State for the purpose of furthering medico- 
legal education and training. 

(d) To establish and maintain a_ toxicological 
laboratory under the supervision of the State 
Board of Health or if the committee deems it ad- 
visable so to do, contract with other technical per- 
sonnel or for the use of technical facilities for the 
purpose of providing toxicologic service. 

G. 8. 130-295. Powers and Duties of the Chair- 
man of the Committee.—It shall be the duty of the 
Chairman of the Committee to attend the meet- 
ings of the committee, to keep a record of such 
meetings, to attend to the official correspondence 
of the committee, to act as custodian of the files 
and records of the committee, to receive reports 
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directed to the committee, to cause to be performed 
and to supervise and control medicolegal postmor- 
tem examinations, to furnish pertinent informa- 
tion and reports relating to such investigations as 
directed by the committee, and to perform all 
other duties delegated to him by the committee. 

G. S. 130-296. Assistants and Employees, Sal- 
aries and Expenses.— 

(a) The Chairman of the Committee may, with 
the approval of the committee, employ such pro- 
fessional, clerical, technical, and other assistants 
as are necessary to serve at the pleasure of the 
Chairman of the Committee and, subject to the 
provisions of the State Personnel Regulations and 
budgetary laws, fix the compensation and travel 
expenses of all persons so employed, such compen- 
sation and travel expenses to be in keeping with 
the compensation paid to persons employed to do 
similar work in other State departments, institu- 
tions, or commissions. 

(b) No salary or other compensation for ser- 
vices shal! be allowed members of the committee 
who already receive compensation as officials or 
employees of the State. Service on the committee 
is to be considered as part of the duties of such 
officials as representatives of their respective de- 
partments. Reimbursement for travel shall be 
made from travel funds available in their respec- 
tive departments. The other members of the com- 
mittee who are not officials or employees of the 
State shall receive ten dollars ($10.00) per day, 
including necessary time spent in traveling to 
and from their place of residence within the State 
to any place of meeting or while traveling on offi- 
cial business of the committee. In addition, they 
shall receive mileage according to State practice 
while going to and from any place of meeting or 
when on official business of the committee. 

(c) For the more efficient conduct of the fiscal 
affairs of the committee, as well as for the con- 
venience of any State agency, officer or department 
that may hold or have appropriated to or the cus- 
tody of funds for the use and benefit of the com- 
mittee, all such funds shall be held in a separate 
or special account on the books and records of 
such State agency, officer or department with a 
separate financial designation or code number to 
be assigned by the Budget Bureau or its agent, 
and said funds shall be expended solely upon the 
proper authorization or order of the committee. 


G. 8. 130-297, District Pathologists ——The com- 
mittee shall have the power to divide the State 
into districts, and to alter such districts as from 
time to time the committee shall see fit, for the 
more effective administration of its duties under 
this Act. The Chairman of the Committee shall 
be empowered, with the concurrence of the com- 
mittee, to appoint District Pathologists to serve 
at the pleasure of the committee. Any person hold- 
ing the office of coroner may be appointed as Dis- 
trict Pathologist or as a member of the committee, 
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and any coroner who may be so appointed shall 
serve as such as a part of his duties as a coroner 
and shall not be considered as holding a separate 
office within the meaning of Article 14, Section 7, 
of the Constitution of North Carolina. 

It shall be the duty of each District Patholo- 
gist with whatever aid, assistance, and guidance 
by the Chairman of the Committee as the cir- 
cumstances may require, to perform a complete 
autopsy upon the body of the deceased in cases 
referred to him, under the provisions of G. S. 180- 
300 of this Act, and to make pathological studies 
of such anatomical materials as may be submitted 
to him by any medical examiner in his district or 
by others empowered by this Act to make such 
reference in the performance of their official 
duties. 


The District Pathologist shall prepare a report 
to the Chairman of the Committee on every post- 
mortem examination, and on every pathological 
anatomical study, in such form as may from time 
to time be prescribed by the committee, copies of 
which he shall deliver to the referring medical 
examiner or other referring person, to the Solicitor 
of the Superior Court of the district, and to the 
coroner of the county wherein the body of the de- 
ceased or any part of a body examined by him 
was found: Provided that a copy of said report 
shall be furnished to any other interested person 
upon order of a Court of Record after need there- 
for has been shown. 

For each autopsy performed by reason of ref- 
erence by a medical examiner or by others empow- 
ered by this Act to make such references, the 
District Pathologist shall receive a fee to be fixed 
in each case by the board of county commissioners, 
after consultation with the committee, and paid by 
the county of legal residence of the deceased or 
by the county wherein the body remains of the 
deceased were first found, if the legal residence 
is unknown or is other than the State of North 
Carolina. 

For each report made on pathological anatomic- 
al materials submitted to him for study, the Dis- 
trict Pathologist shall receive a fee to be fixed 
in each case by the board of county commissioners, 
after consultation with the committee, and paid 
by the county wherein the anatomical materials 
were first found, 

Such fees shall constitute full compensation of 
the District Pathologist for duties performed un- 
der this Section of the Act. 

G. 8S. 180-298. County Medical Examiner.—The 
Chairman of the Committee shall appoint, subject 
to the approval of the committee and of the board 
of county commissioners of each county of the 
State that elects to come under this Article, a 
qualified and practicing physician as medical 
examiner for the county to serve at the pleasure 
of the board of county commissioners and until his 
successor has been appointed and qualified, and 
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said person so appointed may be the county coro- 
ner, and any coroner who may be so appointed 
shall serve as such as a part of his duties as a 
coroner and shall not be considered as holding a 
separate office within the meaning of Article 14, 
Section 7 of the Constitution of North Carolina. 
Each county medical examiner may appoint one 
or more assistant county medical examiners, with 
the concurrence of the Chairman of the Committee, 
to serve at the pleasure of the county medical 
examiner who makes such appointment. 


Upon the death of any person on or after the 
effective date of this Act apparently by the crimi- 
nal act or default of another, or apparently by 
suicide, or suddenly when apparently in good 
health, or while an inmate of any penal or cor- 
rectional institution, or under any suspicious, un- 
usual or unnatural circumstances, the medical ex- 
aminer of the county in which the body of the 
deceased is found shall be notified by the physi- 
cian in attendance, by any law enforcement officer 
having knowledge of such death, by the undertak- 
er, by a member of the family of the deceased, by 
any person present, or by any person having know- 
ledge of such deaths, and no person shall dis- 
turb the body at the scene of death until author- 
ized by the county medical examiner, In cases 
which come under G. S. 152-7, the medical examin- 
er shall notify the coroner. 

A similar procedure shall be followed upon dis- 
covery of anatomical materials suspected of be- 
ing or determined to be a part or parts of a hu- 
man body. 

G. 8. 130-299. Duties of County Medical Ex- 
aminer.—Upon receipt of notice as specified in 
G. 8. 180-298, the county medical examiner shall 
in each case make a physical and medical examina- 
tion of the body or parts of a body which may be 
found, make inquiries regarding the cause and 
manner of death, reduce his findings to writing, 
and promptly make a full report thereof to the 
coroner of the county in which the body or any 
part of a body was found, to the Solicitor of the 
Superior Court of the district in which the body or 
any part of a body was found, to the Chairman of 
the Committee and may, upon request furnish a copy 
of his report to the head of the law enforcement 
agency charged with the responsibility for the in- 
vestigation of the incident upon forms or in the 
manner prescribed by the committee: Provided that 
a copy of said report shall be furnished to any other 
interested person upon order of a Court of Record 
after need thereof has been shown, The county med- 
ical examiner may delegate his duties in a particu- 
lar case to one of his assistant county medical ex- 
aminers, or may perform the same jointly with 
him. 

For each investigation under this Article, in- 
cluding the making of the required reports, the 
county medical examiner shall receive a fee to 
be fixed by the board of county commissioners, 
after consultation with the committee, which shall 


be paid by the county for which he is appointed. 

G. 8. 130-300. When Autopsies and other Path- 
ological Examinations to be Performed.—If, in the 
opinion of the medical examiner of the county 
wherein the body or anatomical materia] is first 
found under any of the circumstances set forth in 
G. §. 130-298, it is advisable and in the public 
interest that an autopsy or other pathologic study 
be made, or if an autopsy or other pathologic 
study is requested by the Superior Court Solicitor 
or by any Superior Court Judge, having authority 
in the judicial district wherein such county lies, 
such autopsy or pathological study shall be made 
by the District Pathologist or by a competent 
pathologist designated by the Chairman of the 
Committee for such purpose. 

In any case of death under circumstances set 
forth in G. 8. 130-298 where a body shall be buried 
without a medical examination being made as 
specified in G. 8. 130-299, or in any case where 
a body shall be cremated except in compliance 
with the provisions of this Act, G. 8S. 130-301 in 
particular, it shall be the duty of the medical ex- 
aminer of the county in which the body is buried, 
was cremated, or the remains were found, upon 
being advised of such facts, to notify the Superior 
Court Solicitor who shall communicate the same 
to any Resident or Assigned Judge of the Superior 
Court, and such judge may order that the body 
or the remains be exhumed and an examination or 
autopsy performed thereon by the District Path- 
ologist, or by a pathologist appointed by the 
Chairman of the Committee. The pertinent facts 
disclosed by the examination or autopsy shall be 
communicated to the Superior Court Judge who 
ordered it, for such action thereon as he, or the 
court of which he is judge, deems proper. A copy 
of the report of the examination or autopsy find- 
ings and interpretations shall be filed with the 
Chairman of the Committee and the Superior 
Court Solicitor: Provided that a copy of said re- 
port shall be furnished to any other interested 
person upon order of a Court of Record after 
need thereof has been shown. 

G. 8. 130-301. When Medical Examiner’s Permis- 
sion Necessary before Embalming, Burial and 
Cremation.—(a) In any case where it is the duty 
of the county medical examiner to view the body 
and investigate the death of a deceased person as 
herein provided, it shall be unlawful to embalm 
the said body until the written permission of the 
county medical examiner has first been obtained, 
and such county medical examiner shall make the 
certificate of death required for a burial permit, 
stating thereon the name of the disease causing 
death; or, if from external causes, (1) the means 
of death, and (2) whether (probably) accidental, 
suicidal, homicidal; and shall, in any case, furnish 
such information as may be required by the State 
Registrar in order properly to classify the death. 

(b) It shall be unlawful to embalm or to bury 
a dead body, or to issue a burial permit, when any 
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fact within the knowledge of, or brought to the 
attention of, the embalmer, the undertaker, or the 
local registrar charged with the issuance of burial 
permits, is sufficient to arouse suspicion of crime 
in connection with the death of the deceased, until 
the written permission of the county medical ex- 
aminer has first been obtained. 

(c) No permit for cremation of a body shall 
be issued by the local registrar charged therewith 
and no cremation of a body shall be carried out 
until the county medical examiner shall have cer- 
tified in writting that he has made inquiry into 
the cause and manner of death and is of the 
opinion that no further examination concerning 
the same is necessary. 

(d) A fee to be fixed by the board of county 
commissioners, after consultation with the com- 
mittee shall be paid the county medical examiner 
for permits provided for in this Section by the 
person making application therefor, and copies of 
such permits shall be promptly filed by the county 
medical examiner in the office of the Chairman of 
the Committee. 

Any person violating any of the provisions 
of this Section shall be guilty of a misdemeanor, 
and upon conviction shall be fined not less than 
one hundred dollars ($100.00) nor more than five 
hundred dollars ($500.00), 

G. S. 130-302. Nothing in this Act shall be con- 
strued as precluding a coroner from _ holding 
inquests or taking other steps as provided in G.S. 
152-7 as hereby amended. All postmortem exami- 
nations under this Act shall be held and done un- 
der and subject to the contro! and direction of the 
Chairman of the Committee, who is hereby also 
vested with primary control over the remains, 
subject to the provisions of this Act. 

G. §. 130-303. Election to adopt Chapter.—This 
Act shall not become effective until after its adop- 
tion by resolution of the board of county com- 
missioners of the county desiring to come within 
the purview of this Act; any county having elected 
to come within the purview of this Act may, at 
the end of any fiscal year of such county, by ap- 
propriate resolution exclude itself from the pro- 
visions of this Act. 

G. §. 130-304. Partial Invalidity —If any Sec- 
tion or portion of this Act shall for any reason 
be held invalid, such invalidity shall not affect the 
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remainder, it being the legislative intent that such 
remaining portions of this Act shall continue in 
full force and effect with the invalid part stricken 
therefrom.” 

Sec, 2. Paragraphs 6 and 7 of G. S. 152-7 are 
hereby repealed, and in lieu thereof the following 
are substituted: 

“6. Immediately upon information of the death 
of a person within his county under such cir- 
cumstances as, in his opinion, call for investiga- 
tion, the coroner shall notify the Solicitor of the 
Superior Court and the county medical examiner, 
who in turn shall notify the Chairman of the 
Committee, and thereafter, the coroner shall make 
such additional investigation as the Solicitor may 
direct. 

“7. If an inquest or hearing be 
ordered, to arrange for the thereat 
of any and all witnesses including those who may 
be offered by the Chairman of the Committee on 
Postmortem Medicolegal Examinations or the 
county medical examiner.” 

Section 3. G. S. 130-23 is hereby amended by 
striking out the words “to make the medicolegal 
postmortem examinations for the coroner's in- 
quests”, as to such county or counties as elect to 
come within the purview of this Act. 

Sec. 4. G. S. 130-80 is hereby repealed as to 
such county or counties as elect to come within, 
and by appropriate resolution place themselves 
within the purview of this Act so long as such 
county or counties shall remain hereunder, 

Sec. 5. G. S, 90-213 is hereby amended by add- 
ing thereto the following words: “Provided, furth- 
er, that nothing in this Article shall restrict or 
limit the provisions of Article 30 of the General 
Statutes entitled ‘Postmortem Medicolegal Ex- 
aminations’.” 

Sec. 6: Sections 2 and 3 of Chapter 252 of the 
Public-Local Laws, 1941, are hereby re- 
pealed, 

Sec. 7. All other laws and clauses of laws, in- 
consistent with the provisions of this Act, are 
hereby repealed to the extent of such inconsist- 
ency. 

Sec. 8. This Act shall be in full force and effect 
from and after January 1, 1956. 

In the General Assembly read three times and 
ratified, this the 13th day of May, 19565. 
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Lesions in the Back and Lower Extremities Which 


May Simulate a Ruptured Intervertebral Disk 


J. LEONARD GOLDNER, M.D. 


There is evidence to substantiate the belief 
that most low back pain accompanied by 
lower extremity radiation is caused by a path- 
ologic condition in the intervertebral disk 
complex. This situation may give the physi- 
cian a false sense of security. Many patients 
with a pain syndrome suggesting a ruptured 
disk have received long periods of conserva- 
tive or even operative treatment without 
relief. They are frequently called “psycho- 
neurotic,” because a ruptured disk was sus- 
pected but could not be found. In this large 
group, a careful history, detailed physical 
examination, and roentgen examination have 
revealed numerous other causes for low back 
and extremity pain, 

It is the purpose of this paper to empha- 
size the presence of back and lower extremity 
syndromes other than ruptured disk. 


Structural Deformities of the Vertebral 
Column 

A variation in normal bone architecture 
may result in back pain. The mechanism of 
pain when such a condition exists is thought 
to be the result of stimulation of the deep 
supporting structures, such as ligaments, 
synovium, nerve roots, and even bone. The 
exact pain-producing mechanism cannot al- 
ways be easily explained. 
Neural arch defect (pre-spondylolisthesis ) 

This lesion is located most frequently in 
the fourth or fifth lumbar vertebra, but is 
occasionally present in the upper lumbar re- 
gion. Because of the defect, excessive move- 
ment occurs in the posterior elements of 
the involved vertebra, resulting in pressure 
on the nerve roots as they run from the 
mid-line laterally through the vertebral 
foramina. Symptoms of a neural arch de- 
fect may be described as a deep, dull ach- 
ing pain across the entire lower part of the 
back, with radiation into the buttocks and 
down the posterior aspect of one or both 
thighs (fig. 1). Usually the pain does not 
go below the knees, and does not cause 
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dermatome radiation. There may be local- 
ized pain to pressure in the mid-line over 
the lumbosacral! joint, and discom- 
fort in the same region when the back is 
extended. The neurologic examination is usu- 
ally normal. Oblique roentgenograms are 
usually necessary to confirm the diagnosis. 

A low back support used in conjunction 
with good postural habits, a firm mattress, 
limited exercise, and avoidance of heavy lift- 
ing are usually sufficient to control the dis- 
comfort. If symptoms persist or if the patient 
desires to eliminate the back support, decom- 
pression of the nerve roots and a vertebral 
fusion are indicated. 

Spond ylolisthesis 


Symptoms in spondylolisthesis usually re- 
sult from compression of the nerve roots and 
soft tissue by the mobile posterior elements 
of the vertebral column, even though the 
roentgenogram will show the vertebral body 
to be displaced forward. There is very little 
evidence to prove that vertebral bodies are 
unstable or that they “slip” with advancing 
age. Trauma may cause aggravation of an 
existing displacement of a vertebral body. 
When spondylolisthesis is symptomatic, the 
pain may vary in severity and may radiate 
into the extremities, It may alternate from 
one extremity to the other, or it may be 
present in only one extremity, similar to 
the pain associated with a herniated nu- 
cleus pulposus. 

The diagnosis is usually suggested by the 
appearance of the patient. The back is usually 
“short-coupled,” the pelvic brim seems high, 
the extremities are long in comparison with 
the remainder of the body, and the rib cage 
is close to the pelvic brim. The lumbar area 
may be flat, and there may be a small amount 
of hair or a dimple in the mid-line. The 
trunk is flexed primarily at the hip joints, 
and extension of the lumbosacral spine is 
limited and painful. Digital palpation in the 
mid-line may reveal the prominent spinous 
process of the involved vertebra. Manipula- 
tion of, or pressure on, this bone causes pain. 

If spondylolisthesis is suspected, oblique 
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views should be included in the roentgen ex- 
amination. The lateral view should be cen- 
tered over the fifth lumbar vertebra in order 
to determine forward displacement of the 
vertebral body. A myelogram, if done, may 
show no evidence of a filling defect in the 
sleeve at the base of the nerve root, because 
the pressure may be at the foramen, or the 
nerve root may be swollen. If radiating pain 
exists, the nerve roots should be de- 
compressed and fusion of the posterior ele- 
ments of the vertebral column done. Hernia- 
tion of the intervertebral disk usually does 
not accompany this skeletal abnormality. 


Degenerative arthritis of the spine 
Narrowing of a nerve root foramen from 
the formation of new bone may result in pain 
radiating into a lower extremity with der- 
matome distribution. This syndrome is usu- 
ally associated with low back pain, and may 
be difficult to distinguish from that of a rup- 
tured disk. Degeneration of the interverte- 
bral disk with subsequent reactive fibrosis 
and formation of bone may cause a ridge 
along the posterior aspect of the vertebral 
body, causing irritation of the joint, liga- 
ments, and nerve roots. Roentgen examina- 
tion may show narrowing of the interspace 
with formation of a spur, indicating en- 
croachment by new bone on the nerve roots 
and ligaments. A myelogram or discogram 
may aid in the diagnosis. Subluxation of the 
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articular facets secondary to degeneration of 
the disk and narrowing of the interspace may 
result in pressure on the nerve root when the 
patient is in a standing position. 

Ordinarily, a low back support, limitation 
of bending and lifting, and correction of pos- 
ture, along with the use of a firm mattress, 
will allow edema of the nerve root to subside 
and the voot to become accustomed to the 
change in the size of the foramen. On rare 
occasions wide decompression of the nerve 
root may be indicated. If subluxation of the 
facets is present and pain persists despite all 
conservative treatment, vertebral fusion 
should be considered. 


Tumors of the Skeleton, Spinal Cord, and 
Cauda Equina 


Back and lower extremity pain may be 
the presenting symptoms of the patient 
who has a primary or metastatic tumor in 
the spine, spinal cord, pelvis, or femur. 


Metastatic or primary tumors of the vertebra 


A tumor of the lower lumbar vertebra may 
first become evident when it is associated 
with trauma such as sneezing, lifting, bend- 
ing, or swinging. The resulting symptoms of 
back pain and sciatica are misleading (fig. 
2). Physical signs may indicate pressure on 
the nerve root, but the pain is usually more 
persistent and more severe at rest than that 
associated with the ordinary ruptured disk. 
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Metastatic or primary tumor of the pelvis 
A tumor of the pelvis may involve the 
lumbosacral plexus or peripheral nerves 
and cause radiating pain along the sciatic, 
femoral, or obturator nerves (fig. 3). Severe 
atrophy of the extremity may be present. 
The pain may be mild at first, but usually 
becomes severe and is not relieved, day or 
night, by change in position or by local in- 
jection, The reflexes are not altered, but 
there may be a sensory disturbance which 
does not follow a specific dermatome, Back 
motion is usually not limited. Pelvic or rec- 
tal examination may indicate the presence of 
a painful mass or merely pain when the 
skeleton is palpated. Roentgen examination 
of this region may show an area of de- 
struction, although loss of bone density 
may not occur until late. A careful pre- 
liminary survey may save extensive diag- 
nostic studies. 
Metastatic or primary tumor of the femur 


A tumor in the trochanteric region or shaft 
of the femur may cause radiating pain either 
anteriorly or posteriorly along the thigh, 
which may extend below the knee. There may 
be pain produced by leg-raising tests, atrophy 
of the extremity, and vague sensory change. 
The absence of back pain and of reflex 
change, along with the unrelenting persis- 
tence of the pain, will suggest the necessity 
for roentgen examination of the femur. 
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Benign bone lesions in the pelvis and lower 
extremities 


A benign bone lesion which may produce 
symptoms somewhat similar to those of a 
ruptured disk is an osteoid osteoma. This 
lesion, if present in the upper femur, may 
cause a deep, aching discomfort associated 
with radiating pain along the posterior or 
anterior aspect of the thigh. Backache will 
usually be absent, unless it is secondary to 
gait and postural change or is caused by fa- 
tigue. The history will indicate intermittent 
episodes of dull, aching pain which is usually 
present at night. Aspirin may give relief for 
several hours. There will be no abnormal 
neurologic signs, no motor weakness, and 
ordinarily the leg-raising tests will be nega- 
tive. Localized pressure over the affected area 
of the femur will cause pain. The patient may 
have sensory change which does not follow 
the usual dermatome pattern seen with nerve 
root involvement. 


There is no improvement with the usual 
therapy prescribed for a ruptured disk. The 
patients usually have tried many kinds of 
treatment with no relief. Roentgen examina- 
tion will show the area of increased density 
in bone usually at the junction of the upper 
and middle third of the femur. Excision of 
the lesion results in immediate and complete 
relief of pain. 
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Tumor of the cauda equina 

This lesion may involve only a single nerve 
root, or may be more extensive. The absence 
of back pain is usually conspicuous. The pa- 
tient may have difficulty describing his 
symptoms and complain only of pain in the 
calf or thigh. This pain usually gets 
worse, and may have persisted for years. 
Reflex changes usually occur, and sensory 
disturbance may be present. Atrophy of 
muscles and motor weakness eventually oc- 
cur. Elevation of the spinal fluid protein 
or evidence of a block on the myelogram 
will suggest the diagnosis. When a large 
tumor is present, the anterior and lateral 
roentgenogram may show erosion and 
widening of the foramina between the la- 
minal arches. 


Infection 

Pyogenic infection 

Pyogenic infection involving the lower 
lumbar segments of the spine can simulate 
herniation of the nucleus pulposus (fig. 4). 

This infection may result from jocal trauma 
which occurs with repeated lumbar punc- 
tures, or it may be secondary to hematogen- 
ous osteomyelitis. The history of repeated 
urologic instrumentation or previous opera- 
tions about the pelvic and lumbar regions 
should suggest the possibility of a low grade 
localized infection of the intervertebral disk 
and possibly osteomyelitis of a vertebral 
body. Pain may be gradual in onset and asso- 
ciated with backache and sciatica. The roent- 
genogram may show no bone change for sev- 
eral weeks after the onset of symptoms, until 
areas of subchondral destruction have oc- 
curred. The intervertebral disk then narrows 
and new bone forms at the interspace. Immo- 
bilization of the back and chemotherapy 
usually alleviate symptoms. 


Granulomatous infection 

Tuberculosis or fungus infection invades 
the vertebral body, and a destructive lesion 
may result in wedging of the vertebra an- 
teriorly, with bulging posteriorly. A soft 
tissue abscess and granulation tissue can 
cause increased pressure about the nerve 
roots, with low back pain radiating to the 
lower extremities. The history of onset and 
the presence of fever, chills, and night sweats 
suggest’ infection rather than rupture of the 
nucleus pulposus. 
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Infection of the sacroiliac joint 

Specific infection in this joint, whether it 
be pyogenic or granulomatous, may cause a 
rigid back and sciatic radiation. Localization 
of pain, the presence of fever, and the nature 
of the limp brings attention to this joint. 
Since roentgen changes may not appear for 
several weeks, repeated observation is neces- 
sary. 


“Virus neuritis” 

Some patients may complain of diffuse, 
severe pain in a lower extremity. This may 
be gradual in onset and of several days’ or 
weeks’ duration. Paresthesia has usually 
been present. The leg-raising tests are posi- 
tive, and there is spotty, diffuse motor weak- 
ness, accompanied by hyperesthesia instead 
of diminished sensation. Roentgen examina- 
tion of the spine usually shows no change. 
Physical findings indicate a more general 
involvement than that seen when one specif- 
ic nerve root is affected. The myelogram, 
when done, will show no filling defect or a 
mechanical block. There is usually no eleva- 
tion of the spinal fluid protein. 

This condition is described as a “virus 
neuronitis,” although specific proof of the 
diagnosis, except the course of the syndrome, 
is lacking (fig. 5). Large daily doses of vita- 
min B-12 may help. 

Herpes zoster, which also may suggest a 
disk syndrome early in its course, will fre- 
quently begin with pain and hyperesthesia in 
the extremity, and suggest pressure on the 
nerve root until the skin eruption appears. 


Hip Joint Pathology 

The nerve supply to the hip joints origin- 
ates in the lumbosacral portion of the cauda 
equina and consists of the obturator nerve, 
which arises from the second, third and 
fourth lumbar vertebrae; the nerve 
to the quadratus femoris, which arises from 
the fourth and fifth lumbar vertebrae and the 
first sacral vertebra; and the articular 
branches from the femoral nerve which come 
from the second, third and fourth lumbar 
vertebrae. Hip joint pain may be posterior, 
lateral, anterior, or occur along the medial 
thigh (fig. 6). Degenerative arthritis of the 
hip joint, an impacted fracture of the neck 
of the femur, disease of the synovium, or in- 
fection in or about the hip joint, may cause 
pain and radiation which might be confused 
with that resulting from rupture of an inter- 
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vertebral disk. Ordinarily, pain from the hip 
joint is felt at the hip or knee, and does not 
radiate below the knee joint. Roentgen exam- 
ination of the hip will usually show narrow- 
ing, sclerosis, and changes in the femoral head 
and acetabulum. Observation of the gait and 
a test for rotation of the hip joint will indi- 
cate whether the pain is coming from the 
back or from the hip. 


Bursitis and Tendonitis 

Trochanteric bursitis 

An inflammatory process is the trochan- 
teric bursa may be accompanied by “hip 
pain” along the lateral aspect of the thigh, 
limited motion of the hip joint, a limp, and 
flexion of the thigh for relief of pain. Rota- 
tion of the hip joint may be painful, suggest- 
ing intra-articular disease, and the leg-rais- 
ing test may suggest pressure on the nerve 
root because of pain resulting from tension 
on the bulging bursa. Digital palpation 
around the trochanter causes pain and will 
suggest the diagnosis. Injection of a local 
anesthetic and hydrocortisone acetate usually 
allows the inflammatory process to subside 
(fig. 7). 


lliopsoas bursitis 


When the iliopsoas bursa is inflamed, pain 
will be present in the groin and radiate down 
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the anterior aspect of the thigh, suggesting 
the possibility of nerve root pressure around 
the third and fourth lumbar vertebrae. The 
patient holds the extremity in flexion, and 
walking is painful. Rotation of the hip joint 
will be limited and extension of the spine will 
cause pain in the groin because of tension on 
the iliopsoas bursa. Flexion of the spine and 
lateral bending are usually not limited. Fluid 
may be obtained by aspiration of the bursa, 
and relief of pain may occur after injection 
with a local anesthetic and with hydrocorti- 
sone acetate. 


Marie-Strumpell Arthritis 

Radiation of pain into the extremities, as 
well as back pain, is a common feature of 
this syndrome. Pain in the back may be mild, 
and the presenting complaint may be scia- 
tica. Pain in the extremity may be aggra- 
vated by attempted flexion of the trunk. 
Although not common, leg-raising tests may 
be positive and sensory change may be pres- 
ent. Reflexes are ordinarily not altered. 
Every patient with pain radiating to the 
lower extremities should have adequate 
roentgen examination, including the anterior- 
posterior and oblique views of the sacroiliac 
joints. These, in conjunction with an adequate 
history, will usually prevent the error of call- 
ing Marie-Strumpell arthritis a ruptured 
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disk. When these bone and soft tissue abnor- 
malities are present, constriction of a nerve 
root at the foramen, or edema of the lumbo- 
sacral plexus secondary to soft tissue reaction 
may account for sciatica or radiation of pain 
into the various segments of the extremity. 
Roentgen therapy, physical therapy, mild se- 
dation, and back support frequently give sat- 
isfactory relief. 


Painful Fat Nodules 


These masses occur alone or in conjunction 
with the painful fat syndrome known as 
adiposis dolorosa, or Dercum’s disease. 
There may be painful fat nodules at many 
locations about the back or buttocks. They 
may be found over the sacrum or ilium, 
causing pain radiating into the thigh and 
leg, simulating sciatica. Back pain may be 
present, and may be aggravated by forward 
flexion or direct pressure. Flexion is pain- 
ful because of tension of the lumbodorsal 
fascia on the painful fat. Digital palpation 
will indicate the tender area to be lateral to 
the mid-line, readily palpable, and painful. 
Radiation of pain and even occasional sen- 
sory change are thought to be due to over- 
flow through the posterior cutaneous 
nerves. 

In the acute stage, the differential diagno- 
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sis is readily made by injecting a local anes- 
thetic into the painful area. Immediately 
following an effective injection, a full range 
of motion is usually possible without pain. 
Pain may recur, however, and require re- 
moval of the painful fat nodule, which is 
frequently attached intimately to the perio- 
steum over the sacrum or ilium. Because 
pressure irritates the nodule, the symptoms 
are aggravated by application of a low back 
support. 


Segmental Arterial Occlusion; 
Pelvic Thrombophlebitis 


Pain in the buttock and thigh may be asso- 
ciated with exercise. Segmental arterial oc- 
clusion may cause pain which originates 
with exercise, and is relieved almost imme- 
diately by rest. The femoral artery pulse 
may be diminished or absent. The extrem- 
ity may show no other specific signs of 
arterial insufficiency. Aortograms or ar- 
teriograms may be necessary in order to 
arrive at the final diagnosis. 

The history of previous thrombophlebitis 
or of previous pelvic surgery suggests the 
possibility of old pelvic thrombophlebitis 
which has been unrecognized, The pain may 
be aggravated by activity and relieved by rest 
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The neurologic examination usually shows no 
motor weakness, sensory change, or alteration 
of reflexes. Arteriogram and venogram may 
occasionally be necessary for the differential 
diagnosis. 

Miscellaneous 
“Obturator neuritis” 

Pain along the inner aspect of the thigh 
may be associated with osteitis pubis, which 
in turn may result from trauma, degenera- 
tion, or prostatic surgery. This syndrome 
may also be the result of local or generalized 
arteriosclerosis, nutritional deficiencies, or 
metastatic lesions of the spine or pubic re- 
gion. The pain may radiate into one or both 
adductor areas and extend down to the region 
of the knee. Hyperesthesia is usually present 
along the inner aspect of the thigh, and there 
is pain with attempted abduction and exter- 
nal rotation. The differential diagnosis may 
be made by obturator nerve block with a local 
anesthetic, If the condition is of local origin, 
the symptoms frequently disappear or are 
lessened permanently. If the neuritis is sec- 
ondary to soft tissue tumor or other condi- 
tions, the nerve block is of value only for a 
few hours. Occasionally the nerve can be 
sectioned for relief of pain (fig. 9). 


Meralgia paresthetica (lateral femoral 
cutaneous nerve) 

Pain resulting from involvement of this 
sensory nerve occurs along the anterior as- 
pect of the thigh. Hyperesthesia is present, 
and is aggravated by clothing or other exter- 
nal pressure. The etiology may be local ex- 
ternal constriction at the level of the anterior 
superior iliac spine, trauma in the same re- 
gion, or nutritional deficiency. This particu- 
lar pain is occasionally seen in diabetes and 
trichinosis. A diagnostic nerve block is of 
value. Surgical excision of a segment of the 
nerve will bring relief, but will also result in 
an area of diminished sensation. 


Neurofibromatosis 


The presence of a neurofibroma on a peri- 
pheral nerve may produce radiating pain 
which might be confused with that caused by 
pressure on the nerve root. There may be 
paresthesia on the dorsum or the plantar sur- 
face of the foot, depending on the location of 
the tumor. A lesion high on the sciatic nerve 
will make differential diagnosis difficult. 
The absence of limited back motion and back 
pain will suggest the necessity for careful 
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palpation of the peripheral nerves in the ex- 
tremity. 
Plantar digital nerve fibrosis 

The complaint of numbness in the third 
and fourth toes and pain on the dorsum and 
plantar surface of the foot suggests the pos- 
sibility of nerve root pressure in the back. 
A swelling of the digital nerve between the 
third and fourth metatarsal heads will ac- 
count for this “plantar neuroma syndrome,” 
and will cause excrutiating cramping pain 
in the foot and secondary discomfort in the 
calf. The diagnosis may be confirmed by lo- 
calized pain following digital pressure be- 
tween the third and fourth metatarsal 
heads. Occasionally diminished sensation 
will be present in the toes, but this is not 
usual. Excision of the involved digital 
nerve relieves the symptoms completely. 


Nerve Trauma 


In conjunction with acute traumatic ex- 
tension or flexion of the spine, there may 
be a subluxation of the articular facets 
with direct contusion of nerve roots. The 
early symptoms and signs may simulate a 
rupture of the intervertebral disk, although 
the distribution of the pain may be more 
diffuse. The leg-raising test may be _ posi- 
tive, and reflex change may occur. A care- 
ful history, a few days of observation, and 
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Tetracycline Lederle 


in the treatment of 


infections in surgery 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis has 
become commonplace technique in surgery 
since ACHROMYCIN has been available. Leading 
investigators have documented such findings 
in the literature. 


For example, Albertson and Trout! have re- 
ported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot and his associ- 
ates? used tetracycline in successfully treating 
patients with subcutaneous abscesses, celluli- 
tis, carbuncles, infected lacerations, and other 
conditions. @ 


As a prophylactic and as a_ therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetricians, 
and physicians in every branch of medicine. 
This modern antibiotic offers rapid diffusion 
and penetration, quick development of effec- 
tive blood levels, prompt control over a wide 
range of organisms, minimal side effects. There 
are 21 dosage forms to suit every need, every 
patient, including 


ACH ROMYCIN SF 


ACHROMYCIN With STRESS FORMULA VITAMINS. 
Broad-range antibiotic action to fight infec- 
tion; important vitamins to help speed normal 
recovery. In dry-filled, sealed capsules for 
rapid and complete absorption, elimination 
of aftertaste, 


filled sealed capsules 
‘Albertson, H.A. and Trout, H. HL, Jr.: Antibiotics Annual 1954-55, 
Medical Encyclopedia, Inc,, New York, N.Y., 1955, pp. 599-602, 


*Prigot, A.; Whitaker, J. C.; Shidiovsky, B. A., and Marmell, M.; 
ibid, pp. 003-607, 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 


this office—collect. We'll do 
our best to help you — and 


there’s no obligation on your 
part. 


THIS IS THE ACCIDENT AND HEALTH 
PLAN ESTABLISHED BY THE STATE 
SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accidental and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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a negative myelogram will aid in differen- 
tial diagnosis. Direct trauma to the sciatic 
nerve following a forcible stretch of the 
extremities, a hard fall in the sitting posi- 
tion, or a direct blow will give diffuse dis- 
comfort along the thigh and calf, and may 
involve the hamstring and calf muscles, as 
well as the foot dorsiflexors. Localized pal- 
pation over the buttock will frequently re- 
produce the pain. 

stretch injury 


of the lumbosacral 
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plexus which occasionally occurs with se- 
vere trauma may result in motor weakness 
and sensory change which is much more 
generalized than that usually seen with pres- 
sure on an isolated nerve root. 


Conclusion 


There are numerous causes for back and 
lower extremity pain which must be differ- 
entiated from the common syndrome of nerve 
root compression caused by a ruptured disk. 


Congenital Adrenal Hyperplasia 


WESTON M. KELSEY, M.D. 
WINSTON-SALEM 


Congenital adrenal hyperplasia is not a 
common disease, although it is being 
recognized more and more frequently. With 
the wider availability of the 17-ketosteroid 
determination, more cases are being rec- 
ognized in infancy. Two to 3 cases reach 
the pediatric service of the North Caro- 
lina Baptist Hospital a year. It is quite 
likely that many more cases are undiscov- 
ered before autopsy. Two of our series 
fall into this group. 

Since congenital adrenal hyperplasia is 
a hereditary disease, it should be more 
common in an area of inbreeding. Even 
though the condition is rare, so much can 
be done for these children that it is quite 
important to recognize them. 


Diagnosis 


The diagnosis is actually quite simple. 
The patients present two clinical pictures 
in infancy: (1) the androgenic effects, and 
(2) the salt-losing syndrome—usually man- 
ifested as unexplained vascular collapse. In 
considering the clinical picture, one should 
divide the infants according to sex. Since 
the androgenic effects are present in utero 
and affect the normal development of the 
genitourinary tract, all the females pre- 
sent the picture of pseudohermaphroditism. 
The abnormalities of the external genitalia 
are usually of four varieties (see fig. 1 from 
Wilkins). In our series of cases 3 were 


From the Department of Pediatrics of the Bowman Gray 
School of Medicine of Wake Forest College and the Pedia 
tric Department of the North Carolina Baptist Hospitals, 
Winston-Salem, North Carolina. 


type A, 2 cases type B, and 1 case type C. 
Figures 2 to 7 illustrate these types. Thus 
any newborn who has an enlarged phallus 
and an abnormal perineal sinus should be 
suspected of having congenital adrenal 
hyperplasia. If in addition he has periods 
of unexplained vascular collapse, the diag- 
nosis is almost certain. 

The salt-losing syndrome has three char- 
acteristics which should suggest the con- 
dition. First is marked dehydration with- 
out significant vomiting, diarrhea, or heat 
stress. Second is the presence of a low 
serum bicarbonate and low serum chloride. 
This is confirmed by the finding of a low 
serum sodium and a high serum potassium. 
The third is the dramatic response to sod- 
ium-containing solutions given intraven- 
ously. The salt-losing syndrome is most 
common in the first year of life, and usual- 
ly occurs in the first six weeks. Of our 7 pa- 
tients with this syndrome, 6 manifested 
it before the fortieth day of life. As the 
children get older, they are more likely to 
suffer collapse under acute stress. 

Since the males are being exposed to an 
excessive amount of isosexual hormone, one 
would expect them to manifest isosexual 
precocity and/or collapse. The difficulty in 
this group is that the males rarely show 
clear-cut enlargement of the phallus or 


other evidences of precocity until they are 
older. The earliest definite genital enlarge- 
ment in males which we encountered was 
at the age of 2'% years, All belonging to 
this group 


either died an unexplained 
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Figure 2. Type A. 


death and the diagnosis was established at 
autopsy, or the diagnosis was made on a 
chemical basis. Any male undergoing un- 
explained vascular collapse in the first year 
of life certainly should be suspected of po- 
tential adrenal hyperplasia. 


Heredity 

There seems to be no question that this 
condition is due to a recessive gene. The 
work of Childs and his co-workers‘'’ at 
Johns Hopkins suggests strongly that these 
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NO COMMUNICATION PEMLE URETHRA WITH 
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patients have a constant heredity pattern. 
Their work suggests the existence of a 
gene for this condition without the salt- 


losing effects and either another gene or a 
different genetic mechanism for those pa- 
tients with both congenital adrenal hyper- 
plasia and collapse. Our very limited data 
agree with this concept. Proven cases 
existed in the immediate families of 2 of 
our patients and the condition was strong- 
ly suspected in the families of 3 others. 
Within families the disease presented a 
single pattern—that is, all the cases in one 
family were marked by collapse or all were 
without collapse. Thus a history of unex- 
plained death in a sibling or a sibling with 
abnormal genitalia should make one sus- 
pect the diagnosis in the patient. 


The bone age is of considerable diagnos- 
tic value in children more than 2 years of 
age. In all these children, regardless of the 
development of the phallus or the height 
age, there was such a marked increase in 
the bone age that it could not have been 
missed. The height age has been of con- 
siderable help, though it can be misleading, 
as will be shown by one patient to be dis- 
cussed later. Since the androgens increase 
the bone growth in the first decade, up to 
about 9 years of age, these children are 
taller than average. After that they are 
relatively dwarfed, because the androgens 
close the epiphyses prematurely. The only 
problem comes where the genetic pattern 
of growth falls in a low percentile. The 
height age of one child who had very small 
parents was in the fiftieth percentile, even 
though her bone age was twice normal. 
Probably her height age was increased be- 
yond her expected percentile. Certainly if a 
patient is suspected of having Addisonian 
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Figure 3 (left). Type A. 


Figures 4 and 5 (right). Type B. 


symptoms, is tall for his age, and grows at 
an excessive rate, one should suspect adren- 
al hyperplasia. 


The key to the diagnosis is in the deter- 
mination of the urinary 17-ketosteroids. 
The deviation from normal in these pa- 
tients is so large that a minor error in urine 
collection will rarely invalidate the re- 
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Figure 6. Type B. 


sults. The value for the 24-hour excretion 
of 17-ketosteroids varies somewhat with 
the method used. None of our normal in- 
fants have had values greater than 0.5 
mg. per 24 hours, and usually they are 
less than 0.2 mg. In contrast, our lowest 
ketosteroid value in the infants with con- 
genital adrenal hyperplasia was 2.7 mg. In 
one adult the value was 57, and in our 
oldest child, 11 years old, it was 49, In 
only one child, a 20 day old infant, was 
the value less than 6 mg. 


In order to differentiate this situation 
from the elevated ketosteroids seen in cer- 
tain patients with tumors, cortisone is giv- 
en intramuscularly. In general, with the 
smaller children 25 mg. of cortisone given 
daily for seven days has reduced the ketos- 
teroids so markedly that the diagnosis of 
adrenal hyperplasia was obvious. In a girl 
with 49 mg. the value dropped to 7. In a 
9 year old it dropped from 18 to 5 mg. The 
smallest drop was in an 8 year old girl who 
had an initial value of 6 mg. which dropped 
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Figure 7. Type B. 


to 2. Similar values had been obtained in 
this patient elsewhere. Thus the finding of 
elevated urinary ketosteroids which drop 
during cortisone therapy makes the diag- 
nosis certain. In tumors there will be no 
significant drop. 


Etiology 
The etiology of the various components 
of this syndrome is now being elucidated. 


| 
1 \ 
: 
270 
j 
{ 
¥ 
. 


June, 1956 ADRENAL 


It certainly would seem at the moment 
that an abnormality in the synthesis of 
steroids in the adrenal cortex inhibits the 
formation of hydrocortisone. Evidence for 
this is the demonstration in the urine of 
excessive amounts of the breakdown prod- 
ucts of 17 hydroxyprogesterone, which is 
a precurser of hydrocortisone'*’, The sec- 
ond evidence is the finding of a markedly 
decreased level of hydrocortisone in the 
plasma‘*’, Because of the deficient produc- 
tion of hydrocortisone, the pituitary gland 
is not inhibited and continues to produce 
adrenocorticotrophic hormone. The _ evi- 
dence for this is twofold. Hydrocortisone 
or cortisone regularly decreases the symp- 
tomatology—a well recognized fact. Second- 
ly, excess ACTH has been found in the 
serum of untreated patients'*?. 

The mechanism leading to vascular col- 
lapse is much less clear. There are two 
possibilities. One is the presence of an an- 
tagonist to the salt and water hormone. 
This antagonist might be an abnormal ster- 
oid formed along with some of the other 
abnormal steroids found in this condition. 
Though one worker has described a for- 
maldehydrogenic steroid which has an anti- 
salt and water effect, to my knowledge this 
has not been confirmed. The second possi- 
bility, an abnormal or deficient synthesis of 
aldosterone, is not substantiated as yet. 
There is evidence that cortisone decreases 
the frequency with which the patient goes 
into a state of collapse. This concept also 
is not universally accepted. Many patients 
may go a long time spontaneously without 
collapse, so that it will take some time be- 
fore one can be certain that the cortisone 
has decreased the number and severity of 
the attacks. If this should prove to be the 
case, it would be further evidence that an 
aldosterone antagonist is being formed. 


Treatment 


It becomes obvious, therefore, that cor- 
tisone is the main form of treatment. By 
decreasing the output of ACTH it reduces 
the amount of hydrocortisone precursors, 
decreases the androgenic effects, permits 
normal development of menstruation, and 
may decrease the frequency of vascular 
collapse in patients who have that form of 
the condition. 

The management of patients with adren- 
al hyperplasia presents two separate prob- 
lems: (1) the treatment and prevention of 
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(2) the prevention of 


vascular collapse; 
androgenic effects. 


Management of collapse 

Patients in acute collapse must be treated 
as emergencies, since they can die sud- 
denly. They should promptly receive solu- 
tions containing sodium. These should be 
continued until the patient has definitely 
recovered from collapse. The amount to be 
given cannot be specified, but the dosage 
certainly should be kept up until the des- 
oxycorticosterone acetate has time to take 
effect. If there is any question at all con- 
cerning the vascular status, a sodium- 
containing solution should be continued. 
DOCA should be given promptly and in 
large amounts. The biggest error we have 
made in the acute stage has been in using 
too small amounts. We have found that 
from 4 to 5 mg. per day given intramuscu- 
larly during the acute phase is necessary to 
maintain salt and water balance, This dos- 
age is continued until the serum sodium 
rises above 130, at which time the DOCA 
is gradually decreased. There is no good evi- 
dence that cortisone is life-saving in this 
phase of illness, though it may be given, Its 
use will delay the diagnosis since, by de- 
creasing the ketosteroids, it may cause the 
first determination to fall within normal 
limits. This has happened to us on one 
occasion. 

There are three general theories con- 
cerning the prevention of adrenal collapse. 
Jailer’ feels that the cortisone is efficient 
in preventing the collapse state and is will- 
ing to try these patients without DOCA. 
Wilkins'®’ feels that all of the patients 
should be maintained on DOCA. It can be 
given either in pellet form or as the tri- 
methyl acetate ester. Pellets have the ad- 
vantage of providing long term protection. 
Against them is the great difficulty in es- 
timating the dosage to be inserted. A long 
term hospitalization is required to determ. 
ine accurately the amount. Another disad- 
vantage is that the toxic effects apparently 
can be more serious in infants than in older 
people, and can cause hypertension and 
cardiac failure. 

Thorn and his co-workers'’' have de- 
scribed the use of the trimethyl acetate 
ester of DOCA. This is a micro-crystalline 
suspension which lasts about a month. Its 
advantages are that it can be given once a 
month and the dosage can be determined 


BMH. 146172 


oo Wt Age 
vm HT Age 
1M Cortisone 
Ora! Cortisone 


Pub Hew 

Ache Masturbation # 


Chronological Age 
Figure 8 


without a long hospitalization. The amount 
to be used is determined by the patient’s 
weight gain, changes in blood pressure, 
maintenance of a normal serum sodium and 
potassium, and general clinical status. In 
our experience this method has been very 
successful, 

Regardless of which method is used, the 
patient should receive extra sodium chlo- 
ride in his diet. Fortunately most children 
like salt. We have added from 2 to 6 Gm. 
of sodium chloride a day to their regular 
diet. 

Control of androgenic effects 

There are numerous reasons for at- 
tempting to control the androgenic effects. 
Three problems are common to the pa- 
tients, regardless of sex. The psychiatric 
problems associated with precocious pub- 
erty or masculinization in the female are 
most difficult to manage. Every effort 
should be made to prevent the development 
of hirsutism in either sex. The problem of 
masturbation and sexual awareness has 
been the most difficult problem for the par- 
ents. In one case it has been so severe that 
the Welfare Department has agreed to pay 
for the medication. These patients mastur- 
bate constantly and develop a marked sex- 
ual interest at 5 or 6 years of age. There is 
good evidence that the terminal dwarfism 
can be ameliorated. Of particular interest 
in the female patients is the prevention of 
irreversible masculinity. Once the voice has 
changed and hirsutism is established, com- 
plete reversal cannot be obtained, Certain- 
ly the musculature never returns to a typi- 
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cally feminine appearance. As the children 
grow older, adequate therapy can cause the 
appearance of a normal menstrual pattern 
and possibly pregnancy. The only good rea- 
son for preventing the androgenic effects 
in the male other than those mentioned be- 
fore is to ensure the normal development of 
the testes in the face of the high output of 
androgens by the adrenal gland. 

The amount of cortisone and the route 
by which it is administered must be indi- 
vidualized. It can be given orally, but the 
effect is not so constant and the dosage is 
considerably greater than with parenteral 
administration. It may be given intramus- 
cularly one to three times a week. In most 
of our patients we have taught the par- 
ents to give the injections, as in diabetes. 
The amount of cortisone to be used is de- 
cided by the chemical and clinical results. 
It is desirable to keep the urinary 17-ket- 
osteroids close to normal limits. Unfor- 
tunately it is not feasible to do this at fre- 
quent intervals when patients live a great 
distance from the hospital. Furthermore 
individual results may be invalidated by 
infection. Finally, as will be seen later, we 
have not had close correlation between the 
clinical control of the disease and the ket- 
osteroids level, Pregnandiol excretions 
probably furnish a better criterion as to 
control, but unfortunately few laboratories 
are equipped to make this determination. 

One of the most valuable observations in 
our experience in controlling the dosage on 
a clinical basis has been the frequency of 
erections. At least 2 of our patients have 
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promptly ceased having erections as soon as 
an adequate dosage was administered. At 
the moment we would feel that the per- 
sistence of frequent erections would sug- 
gest that the patient is not receiving suf- 
ficient amounts of cortisone. The second 
clinical criterion is the rate of growth, both 
linear and bone age. The third is the pre- 
vention of masculinizing features. The 
trouble with these latter two criteria is 
that the growth pattern is somewhat ir- 
regular and the process may suddenly get 
out of hand while one is waiting for evi- 
dences of effect on growth and masculinity. 

Figure 8 illustrates the problem of a fe- 
male pseudo-hermaphrodite who has had 
guite satisfactory chemical control without 
good clinical results. She also had much 
better control when receiving intramuscular 
injections than when on oral therapy. Fig- 
ure 9 shows the converse of this state. The 
patient is a male with adrenal hyperplasia 
who also has Addisonian symptoms. In 
spite of relatively poor ketosteroid control, 
he has had excellent clinical results on cor- 
tisone alone. He also has not collapsed 
since being on cortisone alone. 

Certainly it is obvious that these pa- 
tients must be followed chemically, but it 
is equally obvious that their clinical sta- 
tus must be followed and the dose varied 
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somewhat depending on the clinical course. 
The intramuscular dosage of cortisone, 
therefore, is given in sufficient amounts to 
control the chemical and clinical aspects of 
the disease. One hundred to 200 mg. of cor- 
tisone a week given intramuscularly has 
been sufficient. 


Summary 


Certain diagnostic features of congeni- 
tal adrenal hyperplasia have been discuss- 
ed. The etiology of various components of 
this disease has been presented and prob- 


lems concerning the management of the 
patients have been presented. 

References 
1, Childs, B., Grumbach, M. M., and Van Wyk, J. J.: 


Virilizing Adrenal Hyperplasia, Proce, Soe, Pediat, Re 
search, 10955. published 

2. Eberlein, W. R., 
acterization of Urinary 


To be 


and Bongiovanni, A. M.: Partial Char 
Adrenocortical Steroids in’ Ad 


renal Hyperplasia. J. Clin, Investigation 
(Aug.) 1055. 

S. Kelley, V. C.: Studies of Pituitary Adrenal Hormones 
in Children in Health and Disease, Pediatrics 151-11 
(Jan.) 1055. 

4. Sydnor, K. L., and others: Blood Adrenocorticotrophin 


in Children with Congenital 
Soc, Exper. Biol, & Med, #2:605-607 

. Personal communication, 

. Personal communication. 

. Thorn, G. W., Jenkins, D.. Arons, W. L.., 
Be of Desoxycorticosterone 
the Treatment of 

19:957-073 (Aug.) 


Adrenal Hyperplasia, 
(April) 1954, 


and Frawley, 
Trimethylacetate in 
Addison's Disease, J. Clin. Endocrinol, 
1953, 


Use 


The Re-evaluation of Contraindications and Risks 


in Electrotherapy for Psychiatric Disorders 


Often in the past psychiatric patients were 
denied the benefits of electroconvulsive ther- 
apy because of various contraindications to 
and risks or complications felt to be asso- 
ciated with the treatments. Many patients 
had to continue to suffer from various de- 
pressive, anxiety, or psychotic symptoms, 
because their physical condition was thought 
to preclude electroconvulsive treatments or 
because their families did not want to assume 
the responsibility for risking such complica- 
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tions as spinal fractures, which were rather 
common with such therapy. Too often con- 
vulsive therapy was used only as a last resort, 
when the risk of such dangers as suicide out- 
weighed the possible dangers of the treat- 
ments themselves. 

Former Contraindications and Risks 

Until quite recently, absolute contraindica- 
tions to convulsive therapy were coronary 
disease, angina pectoris, acute uncompen- 
sated congestive failure, cardiac arrhythmias, 
hypertension, aneurysm of the aorta, ad- 
vanced generalized arteriosclerosis, surgical 
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shock, cerebral aneurysm, brain tumor, in- 
creased intracranial pressure, history of con- 
vulsive disorders, hyperthyroidism, tubercu- 
losis, pulmonary edema, recent fractures, 
bone disease, malignancy, acute infections, 
thrombophlebitis, glomerulonephritis, peptic 
ulcer, diverticula, hernias, glaucoma, threat- 
ening ablation of the retina, pregnancy, ad- 
vanced age, chronic neurologic disorders, and 
during vaccine therapy. Many other condi- 
tions such as previous head injuries, syphilis, 
and malnutrition were felt to be relative con- 
traindications"’. 

With the continued improvement of elec- 
trical apparatus and techniques, many con- 
ditions formerly felt to be absolute contra- 
indications to electrical therapy are now 
either being treated routinely or are consid- 
ered just relative contraindications. To many 
present day therapists only acute uncompen- 
sated congestive heart failure, acute myocar- 
dial infarction, severe mitral stenosis, pul- 
monary edema, and surgical shock are con- 
sidered absolute contraindications”’. 

Complications or risks in electrotherapy in 
the past have included death, fracture of 
bones, especially of the vertebrae, disloca- 
tions, apnea, confusion, memory impairment, 
increase in anxiety, precipitation of a latent 
psychosis, myocardial failure, coronary occlu- 
sion, vascular collapse, cardiac arrhythmias, 
pulmonary edema, pulmonary abscess and 
gangrene, neuritis, hemiparesis, Parkinson- 
ism, aphasia, status epilepticus, hemorrhages 
from and into various organs and tissues, 
hyperpyrexia, fat embolism, and aggravation 
of certain preexisting disabilities”. 

The mortality rate from electroconvulsive 
therapy has varied from 0.06 per cent of 
patients’ and 0.008 per cent of total num- 
ber of treatments’ to 0.8 per cent of the 
patients’’’. Osteoarthritic accidents occur- 
red in approximately 1.4 per cent of all 
treated cases. In a large series of cases, 
vertebral fractures have occurred in from 
1.0 per cent of the patients treated, or 0.1 
per cent of the total number of treat- 
ments administered to 21 per cent of the 
patients'’*’, The incidence of other com- 
plications has also varied widely in dif- 
ferent hands. 

Improvements in Technique 

Just as contraindications to electrotherapy 
have diminished with recent improvements, 
so have complications or risks been mini- 


NORTH CAROLINA MEDICAL JOURNAL 


June, 1956 


mized or eliminated, One of the earliest im- 
provements was the concomitant use of a 
muscular relaxant during the treatment so 
as to reduce the force of the convulsion. The 
earliest drug used for this purpose was 
curare’’’. In recent years this has been 
largely replaced by succinlycholine chlo- 
ride’*’. The latter is quick-acting and its 
effect is short-lasting, in addition to other 
advantages over curare. It can be given in 
doses adequate to produce muscular re- 
laxation without causing complications. The 
use of the drug is made still safer and 
pretreatment anxiety is eliminated by 
combining it with Sodium Pentothal'”’ and 
administering oxygen''”’. 


Another improvement in electrotherapy 
was the use of adequate doses of atropine 
before treatment so as to minimize cardiac 
arrhythmias and salivation. The glissando 
technique was introduced so that the patient 
could be induced into the seizure gradually 
without the sudden jolt and flexion of the 
body which was felt to produce the fractures 
of the anterior surfaces of the vertebral 
bodies". However, the best prophylaxis 
against complications was alterations in the 
current employed and the method of admin- 
istration. By substituting a unidirectional, 
multi-spike wave for the earlier massive al- 
ternating current, the seizure was made 
milder and safer. By the use of a stimulatory, 
nonconvulsive current, many patients could 
be benefited without the need for a seizure''”’. 
Then these two techniques were combined, 
so that one supplemented the beneficial ef- 
fects of the other and new therapeutic di- 
mensions were added’. 

Techniques gradually developed whereby 
the patient could have a safe, therapeutic, 
controlled, modified seizure with few, if any, 
unpleasant side-effects or complications. If 
a seizure was desired, it could be induced 
gradually, with little strain on the spine or 
other bodily systems; the clonic portion of 
the seizure could be minimized or eliminated, 
so that further stress was prevented"; the 
seizure was not followed by apnea, as the 
stimulatory current forced respirations im- 
mediately; memory impairment and confu- 
sion were minimized or prevented by the 
stimulatory current''*); peripheral vasodila- 
tion and gradual reduction of intrathoracic 
pressure by stimulatory current removed 
cardiac stress by reducing the peripheral 
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resistance and the input load on the heart'’’. 
Furthermore, a technique was developed 
whereby a unilateral seizure could be pro- 
duced, thus subjecting only one half of the 
body to stress and avoiding sagittal arching 
ot the spine''*’, This was quite useful in 
patients with fractures or injuries of one 
extremity or side ot the body who needed 
psychiatric aid as well. Sucn patients could 
still receive electrotherapy without aggra- 
vation of the physical condition. 


At present many therapists are combining 
all of the above techniques and advantages 
in treating phychiatric patients. Adequate 
premedication includes sedatives and atro- 
pine given in succession, adequate amounts 
of Sodium Pentothal and _ succinylcholine 
chloride administered intravenously through 
the same needle by an anesthetist in a hospi- 
tal setting, and oxygen. Electrotherapy is 
then given by means of an apparatus combin- 
ing electroconvulsive and electrostimulatory 
techniques. When these measures are fol- 
lowed, the patient should tolerate the pro- 
cedure well, with all risks and complications 
eligginated or kept to a minimum. 


@ne of the major advantages of having a 
quawgied anesthetist assist with the treat- 
Mews is that larger doses of muscular re- 
jawants can be used if desired, so that the 

atient is completely relaxed during the 

veatment and there is no movement of the 
body at all. There is then no stress from the 
electrotherapy itself but only from the drugs 
ysed to produce this state, The anesthetist 
is prepared to manage the effects of the 
drugs, their effect is short-lasting, and no 
real risk is involved. 

By the use of the above combined tech- 
nique administered in a hospital setting, I 
have been able to administer electrical treat- 
ments to many psychiatric patients who just 
a few years ago would have been considered 
poor risks by everyone, and who still might 
be considered such by some. At present there 
are very few valid reasons for denying a 
psychiatric patient the benefits of appropri- 
ate electrotherapy, and there are even fewer 
complications to be feared. Often the condi- 
tion from which the patient is suffering— 
physical, psychiatric, or both—is more of a 
strain on his bodily economy than are the 
needed electrical treatments. Also, because 
of the gentleness of the technique, many 
psychiatric patients can have the benefit of 
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this approach at the onset of their condi- 
tion without having to undergo many 
months of different medical regimens or 
other somatic psychiatric therapies. 

The following cases illustrate the success- 
ful use of appropriate electrotherapy in pa- 
tients that some might hesitate to treat be- 
cause of assumed contraindications or for 
fear of complications, 


Illustrative Cases 

Case 1 

A 59 year old man was first seen on November 
12, 1954, with a history of involutional psychotic 
reaction for the preceding 16 months. 
was characterized primarily by profound depression, 
with suicidal ideation. He was mute, had marked 
psychomotor retardation, and had lost 44 pounds in 
weight. He had had a coronary occlusion in May, 


His illness 


1952, necessitating four weeks of hospitalization. 

Physical examination showed an emaciated person 
weighing enly 72 pounds and showing marked evi- 
dence of avitaminosis, An electrodiogram showed 
myocarditis compatible with that found in severe 
vitamin deficiency. The patient was hospitalized and 
after appropriate medical supportive care was started 
on electrotherapy on December 2, 1954. He received 
a course of nine treatments during a period of 14 
days. All treatments were given with the assistance 
of an anesthetist, employing adequate doses of suc- 
cinylcholine chloride so that all stress was removed 
from the body, especially the cardiovascular system. 
The patient tolerated all the treatments well, and 
was discharged much improved both medically and 
psychiatrically after 28 days of hospitalization. He 
was essentially free of all depression, was up and 
about without any further psychomotor retardation, 
the avitaminosis wag nearly corrected, and he had 
gained 15 pounds in weight. The cardiac condition 
was not aggravated by the electrical treatments. 
When seen on January 10, 1955, he weighed 108 
pounds, having regained 36 of the 44 pounds lost 
during the depressive illness. He was asymptomatic 
from the psychiatric standpoint, and was about ready 
to return to work, 


Case 2 

A 24 year old woman was first examined on March 
12, 1952, with the complaint of agitated depression 
of four months’ duration. She had had a spinal 
fusion operation in the past, which resulted in limited 
motion of the spine. Because of the severity of her 
depression and anxiety, she was started on electro- 
therapy on May 23, 1952. The Reiter apparatus was 
employed, and she received a course of three stimu- 
latory treatments and six combined convulsive-stim- 
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ulatory treatments, With this technique I was able 
to produce a gentle, controlled seizure that held no 
risk of spinal injury. She tolerated all the treatments 
well, without aggravation of her spinal condition, 
and was relieved of the psychiatric illness, 


Case 3 

A 61 year old man examined on April 13, 1955, 
was found to be suffering from an agitated depres- 
sion of about eight years’ duration, He had been in 
psychiatric hospitals twice within the previous two 
years, and had received a course of subshock insulin 
therapy without much benefit. Since 1946 he had also 
suffered attacks of coronary artery disease, and had 
been hospitalized four times for this condition. He 
was started on electrotherapy and received a course 
of six combined electroconvulsive-electrostimulatory 
treatments over a 10-day period. He tolerated all of 
the treatments well, and was discharged essentially 
asymptomatic from the psychiatric standpoint on 
April 26, 1955, after 13 days of hospitalization. 
Though he has continued to do well emotionally, he 
suffered another coronary attack, unrelated to the 
treatments, on September 18, 1955. When last heard 
from in October, 1955, he had virtually recovered 
from the most recent cardiac attack and was still 
free of depression and anxiety. 

This case shows that properly adminis- 
tered electrical treatments can be tolerated 


by a patient with cardiac disease without 
aggravation of the organic condition. 


Case 4 

A 72 year old woman was first seen in consultation 
on November 1, 1954, because of an intense suicidal 
drive. She had become progressively depressed since 
May, 1953, and had made genuine suicidal attempts 
on several occasions in recent weeks. She was periodi- 
cally confused, disturbed, destructive, expressed delu- 
sional ideation, refused to eat much of the time, 
had lost much weight, exhibited poor judgment, 
was unpredictable, and was not able to look after 
herself, Examination showed her to be suffering from 
a combination of senility and cerebral arteriosclerosis 
with psychotic manifestations. She also was receiv- 
ing digitalis for previous cardiac failure and quini- 
dine for chronic auricular fibrillation. She was 
avitaminotic and markedly underweight. Because of 
the patient’s suicidal tendencies and disturbed be- 
havior, electrotherapy was considered. The family 
understood that the risk would be great because of 
her poor general physical condition and cardiac 
status. Nevertheless, they requested the therapy to 
be attempted. 

The patient received a course of 10 combined 
electroconvulsive-electrostimulatory treatments be- 
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tween February 20 and March 10, 1955. Each treat- 
ment was given with the assistance of an anesthetist 
and according to the aforementioned techniques. The 
patient tolerated all the treatments well, with no 
aggravation of her cardiac disease. Her depression 
improved rapidly, she became more cooperative, much 
of the confusion subsided, she began to eat well, 
and the suicidal drive disappeared, She was dis-— 
charged from the general hospital where she was 
treated after 24 days. At the time of discharge only 
the basic senile and cerebral arteriosclerotic features 
were present. Much of her psychopathology had been 
removed, At times she was slightly confused and 
emotionally labile, but she was no longer deluded, 
suicidal, depressed, or a management problem. Dur- 
ing the next weeks she continued to do well and was 
no longer depressed or suicidal. She died of cardiac 
causes, unrelated to the electrotherapy given, on 
July 17, 1955. 

The last case illustrates that very poor 
risk patients can receive appropriate electri- 
cal treatments without damage. Few patients 
will be poorer risks than that of case 4. If 
with her cardiac condition and as close to 
cardiac death as she was when the treatments 
were given this patient could tolerate the 
treatments well, then virtually any dad of 
patient can be treated. 


Review of Cases 


A review of the last 100 patients treated 
showed the following conditions to be pres- 
ent; yet all treatments were well tolerated. 


Table 1 
Coexisting Conditigns in Psychiatric Patients 

Receiving _Electrotherapy 
Condition No. Cases 
Hypertension 9 
Myocarditis 
Previous coronary disease 
Hypotension 
Cerebral arteriosclerosis 
Malnutrition 
Avitaminosis 
Liver disease 
Duodenal ulcer 
Pancreatitis 
Inguinal hernia 
Osteoporosis 
Spinal fusion 
Osteoarthritis, severe 
Chronic spinal cord disease 
Post-mastectomy (radical) 
Postpartum 
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To date, more than 3000 treatments have 
‘been given with the newer techniques and 
apparatus, and as yet there have been no 
fatalities, complications, or severe side-ef- 
fects. The Reiter Electrostimulators were 
used for all treatments. 


Treatment of Geriatric Patients 


Until about two years ago there was much 
reluctance to administer electrotherapy to 
patients past the age of 60, or even 50. Today, 
with more people reaching old age and 
greater numbers being admitted to the senile 
wards of hospitals, geriatric psychiatry is 
becoming increasingly important. Until re- 
cently these elderly patients were given little 
more than custodial care, for too often it was 
felt that the psychiatric symptoms were di- 
rectly related to the organic cerebral changes 
and were therefore irreversible. Those who 
have treated such patients with electrother- 
apy have found that this is not usually true. 
Quite often the psychotic symptoms are re- 
versible, as in case 4, even though the organic 
pathologic changes are not. 

Another former objection to treating el- 
derly patients was the greater risk felt to 
be present. Ehrenberg” and Wolff"”, in 
two recent articles, state that the risks in- 
volved are less than previously believed, and 
they urge more active use of electrotherapy 
for elderly patients. Ehrenberg treated 112 
patients between the ages of 65 and 83, and 
78.5 per cent were able to be discharged from 
the hospital. Only recent coronary occlusions 
and decompensated heart disease were ex- 
cluded from their series. Wolff felt that actu- 
ally electroconvulsive therapy was less a risk 
to the bones of old people than the accidents 
of normal life. Five of his patients who tol- 
erated the electrotherapy well sustained frac- 
tures from falls subsequently. 

Among 1,329 electroconvulsive treatments 
given by Ehrenberg, there were only four 
compression fractures of dorsal vertebrae. In 
more than 6,000 treatments given 249 elderly 
patients by Wolff, there were eight fractures. 
Had muscular relaxant drugs and the other 
techniques described above been used by these 
two workers, the fracture rate would cer- 
tainly have been still less, if not eliminated 
altogether. 

Contrary to popular belief, elderly patients 
are less liable to fractures than the younger 
athletic group. This is due to the fact that 
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fractures during electrotherapy do not de- 
pend so much upon brittleness of the bones 
as upon muscle bulk, which is certainly much 
decreased in the older age group. 

Often by removing or reducing the emo- 
tional agitation and turmoil in elderly pa- 
tients, the co-existing organic illness can be 
improved, for stress is removed from the 
whole body. By the cautious administration 
of appropriate electrotherapy many more 
psychiatric geriatric patients could be cured 
or improved and allowed to enjoy their re- 
maining years without the necessity of psy- 
chiatric hospitalization for custodial care, 

Although many advances have been made 
in the use of electricity in the treatment of 
psychiatric patients, each patient for whom 
electrotherapy is considered must be evalu- 
ated individually and the advantages to be 
gained by a possible psychiatric recovery 
must be weighed against the risks imposed 
by existing physical disease. 

“Shock” Treatment—a Misnomer 

The use of the term “electric shock treat- 
ment” has always been a misnomer. There is 
no “shock” related to the treatments. Since 
the patient is either already asleep before the 
current is turned on or else the current itself 
renders the patient unconscious, no pain, 
“shock,” or discomfort is experienced. Surgi- 
cal shock is absent, for whenever the blood 
pressure does change during a treatment, it 
is always elevated slightly. With the earlier 
form of electrotherapy, rather than any 
“shock” being experienced, “stress” was im- 
posed on the body economy. It could have 
been that “shock” was mistaken for stress. 

Fortunately, with the newer techniques the 
“shock,” or “stress,” has been removed from 
the treatments to a large extent. Accordingly, 
attempts are being made to get away from 
the use of the term “electric shock treatment” 
and to substitute “electric treatment,” “‘elec- 
trostimulation, electroconvulsive treatment,” 
“electronic treatment” or just “electrother- 
apy.” The latter term is preferred, and it is 
interesting to note that it was used approxi- 
mately 100 years ago by a neuropsychia- 
trist"*. That was approximately 85 years be- 
fore the misnomer “electric shock treat- 
ment” became popular. At any rate, today 
again the “shock” has been removed from 
“electric shock treatment.’’ 

Summary and Conclusions 


1, Newer apparatus and techniques today 
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have decreased the contraindications to and 
the complications and undesirable side-effects 
of electrotherapy in psychiatric illnesses. 

2. Geriatric psychiatric patients tolerate 
electrical treatments well, and psychopathol- 
ogic changes are often reversible. 

3. The term “electrotherapy” is more ac- 
curate than and therefore preferable to the 
term “electric shock treatment” in referring 
to the use of electricity in neuropsychiatric 
disorders. 
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Every medical group of this sort has its 
“one-case surgeon,” and on this occasion I 
propose to be he. I want to talk about my 
single case of congenital biliary atresia, 
simply because it may well be the only one 
I shall ever see, and, from the standpoint of 
statistical probability, is almost certainly 
the only one I shall ever operatively cure. 
This conclusion is based upon the fact that 
at Boston Children’s Hospital since 1916, 
when exploratory operations first began to 
be performed on these _ patients, only 
146 have been done. Of these, only 27 
permitted some sort of anastomotic opera- 
tion, and only 12 of the patients are living 
and can be considered cured. 

I need not try your patience with a re- 
view of the literature on this subject. The 
classical experience in the field has been 
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that of Dr. Ladd at Boston Children’s Hos- 
pital, and very little has been since added, 
either to his classification or to his methods 
of management. Holmes’ analytical paper 
induced the first routine exploration of such 
patients at Children’s Hospital in 1916. 
and the first successful operation was per- 
formed there by Ladd in 1927. 


Classification 


Certainly all cases of congenital atresia 
of the bile ducts can be divided into two 
categories: those which are mechanically 
beyond correction and are therefore fatal, 
and those which permit some sort of anasto- 
mosis between the bile ducts and the bowel 
and are therefore potentially salvable. Such 
a distinction can be arrived at only at the 
operating table, and for this reason the 
primary decision to operate is relatively 
simple, once the diagnosis is reached. 
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Figure 1 


It is well known that conscientious sur- 
geons suffer from the constantly recurring 
dilemma of wondering whether a proposed 
grave operation is unnecessary because of 
inaccurate diagnosis. Fortunately, in this 
disease such a dilemma does not exist, since 
almost invariably the diagnosis is easily ar- 
rived at and is almost invariably accurate. 
Any child who reaches 6 or 7 weeks of age 
with bileless but otherwise normal stools 
except for perhaps inadequate digestion of 
fat, who becomes progressively jaundiced, 
and who has a large liver is almost cer- 
tainly suffering from congenital atresia of 
some portion of the biliary system, and the 
surgeon who sees such a case not only can 
be sure of his diagnosis, but can know that 
any procedure that may be indicated on ex- 
ploration will be justified, since all these 
cases are fatal without corrective maneuv- 
ers. 


Figure 1, from Ladd", illustrates the 
various types of atresia that may occur, and 
in the lower portion I have shown the type 
of atresia that was present in our case. I 
don’t believe we need discuss the etiology 
except to say that the pathologic process 
consists of congenital cord-like agenesis of 
a portion of the biliary system, ordinarily 
tubular in character, but in these cases 
simply an obliterated string of tissue. Ob- 


viously the procedure sought is one which 
will allow bile to drain from the biliary 
tract into the gut, and, if there is a patent 
outlet from the liver to a point where an 
anastomosis with either the duodenum or 
the jejunum can be made, then presumably 
recovery will ensue. Figure 1 shows that in 
some of these cases there is no biliary out- 
let from the liver. Once this condition is 
demonstrated at the table, it becomes evi- 
dent that the case is incurable. If, on the 
other hand, the hepatic radicals of the com- 
mon duct are patent, though the distal com- 
mon duct and the gallbladder may not be, 
an extremely difficult procedure may bring 
about a cure. 


I have had no experience with the anas- 
tomosis of hepatic radicals to the small 
bowel in infants, but I have had with con- 
striction of the common duct distal to that 
point in adults. If the procedure is as diffi- 
cult as I believe it would be in a child, it 
is miraculous that 2 of Ladd’s patients sur- 
vived surgery with apparent cures. For- 
tunately our case was one of the easiest 
types to correct. There was marked dilation 
of the common duct, but atresia of its en- 
trance into the duodenum and atresia of 
the gallbladder and its duct; of course, this 
situation permitted a ready anastomosis. 
Presumably there are cases in which the 


\ \ / \ 

q “ 4 
\ 
- 


280 


common duct proximal to the cystic duct is 
not mobile enough to permit a satisfactory 
anastomosis with the bowel. In those cases, 
where the gallbladder is patent and the pat- 
ency of the cystic duct can be demonstrated 
by distending the gallbladder with saline 
and finding bile in it, one may use the gall- 
bladder as anastomotic material. I believe 
that such a procedure in an infant would 
not ordinarily be considered nearly so sat- 
isfactory as a permanent and sizable open- 
ing between the common duct proper and 
the small bowel. 
Illustrative Case 


A seven weeks’ old Negro baby was 
brought back to the hospital of its birth— 
Saint Agnes, in Raleigh. The mother said 
that her child was hungry but had begun 
to be a little yellowish in the eyes. She her- 
self had noticed a mass in his abdomen, and 
that his stools had been clay-colored and 
“puffy” since birth. A Wassermann test was 
negative, an icterus index 45, the urine con- 
tained bile, the stool none. There was slight 
anemia, the blood smear was within normal 
limits except for anemia, and, as one might 
expect, the cholecystogram showed no fill- 
ing of the gallbladder. After two small 
transfusions and some vitamin K therapy, 
the child was operated on through a right 
rectus incision under ether anesthesia. The 
presenting organ, as always in these cases, 
was an enlarged, firm, dark green, nodular 
liver, characteristic of portal cirrhosis. The 
gallbladder was represented by a little yel- 
lowish string lying in the gallbladder fossa. 
By the use of retractors and pads the duo- 
denum was retracted medially and the liver 
laterally, with very satisfactory exposure 
of the interlying space, where one ordinarily 
visualizes the common duct. By very gentle 
dissection with Metzenbaum scissors and a 
right-angle “peanut-bearing” clamp, we 
were able, with no special difficulty, to visu- 
alize a large, distended, grape-like mass, 
which aspiration with a needle revealed to 
contain dark bile. We felt further dissec- 
tion was unnecessary, since it was obvious 
that this “grape hull,” which was the dis- 
tended common duct, could be readily anas- 
tomosed to the adjacent duodenum; this 
was done in a very satisfactory fashion with 
an outside row of interrupted cotton and an 
inverting row of fine catgut, not, as with 
Dr. Ladd’s cases, over the catheter. 


NORTH CAROLINA MEDICAL JOURNAL 


June, 1956 


As is not at all uncommon, the child had 
a moderately hectic postoperative course. 
On his eighth day he coughed and a small 
area of his wound disrupted, exuding a 
small amount of biliary material. This sit- 
uation was managed by adhesive strapping 
only. The child progressively improved, his 
stools began to contain bile, the urine be- 
gan to clear up, and he continued, in his 
hungry fashion, to remain well nourished. It 
is striking that these children commonly 
are not poorly nourished, since they are able 
to gain weight and remain hydrated, con- 
trary to other atretic disturbances in in- 
fants. 


The child is now 18 months old and, in 
every respect, is normal and healthy ex- 
cept for some diastasis in the region of his 
operative wound. I dare say it will later 
become necessary to repair this wound, but 
I intend, as long as he has no symptoms re- 
ferable to his ventral hernia, to wait a bit 
longer before undertaking repair. His stools 
are normal, and he has shown no further 
signs of jaundice. His mother says that his 
feedings have been normal for an 18 month 
old child, and that he has never rejected 
them or vomited. His weight gain has been 
normal, and | think it is fair to assume that 
whatever liver damage had resulted from 
his long period of obstruction has probably 
been regenerated by now, as I believe Dr. 
Ladd says is commonly the case. 


Conclusion 

This is one disease that can be correctly 
diagnosed on the basis of a hungry, fairly 
well nourished child, who, at about 6 weeks 
of age, becomes jaundiced after having had 
clay-colored stools since birth and in whom 
examination reveals an enlarged liver. All 
these patients should be operated on, be- 
cause they will all die without surgery. 


The surgical dissection should be careful 
and complete, in order to determine whether 
or not it is possible to lead a biliary radical 
into the bowel, since without such an end 
result, the case will also be fatal. It is en- 
couraging that 8 per cent of such cases will 
result in a cure. 


Reference 
i. Ladd, W. E., and Gross, R. E.: Abdominal Surgery of 
Infaney and Childhood, Philadelphia and London, W. B. 
Saunders Company, 1941, p. 261. 
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THE PRESIDENT’S MESSAGE 

Since the first year of the NorRTH CARo- 
LINA MEDICAL JOURNAL, it has been cus- 
tomary to publish the address of the re- 
tiring president, together with his photo- 
graph, in the first issue after the annual 
meeting of the State Medical Society, Last 
months’ issue gave the place of honor to 
Dr. J. P. Rousseau. This month marks a 
change from this custom, Dr. Donald 
Koonce’s photograph, together with his 
first Presidential Message, is given first 


place. Next year the address of the in- 
coming president, Dr. Edward Schoenheit, 
and his picture are to appear just after the 
annual meeting of the Society. 
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This change is the result of the plan 
adopted for the first time at the last meet- 
ing of the Society, whereby the incoming 
president is installed at the annuai din- 
ner, instead of at the final session. The 
plan apparently met with general ap- 
proval., 


THE BARKER-WELD ROOM 


The Connecticut State Medical Journal 
for May carried perhaps the only article 
that ever appeared in that publication 
without Editor Stanley Weld’s knowledge 
or approval. The article was accompanied 
by full page pictures of Dr. Weld, who has 
been editor of the Connecticut Journal 
since its first issue 20 years ago, and of Dr. 
Creighton Barker, who has been executive 
secretary of the Connecticut State Society 
for the same length of time. These photo- 
graphs were obtained without the knowl- 
edge or consent of either man, through 
the cooperation of their wives. 


The article, entitled “The Society Honors 
Two Great Leaders,” told how Dr. O. L. 
Stringfield, when he was president of the 
Society, suggested to the House of Dele- 
gates last December “that appropriate ac- 
tion be taken in 1956 to express the grati- 
tude of the Society to Dr. Creighton Barker 
and Dr. Stanley Weld for their long and 
faithful service.’ The suggestion was 
unanimously adopted, and a committee ap- 
pointed agreed to recommend that the 
meeting room for the Council in the new 
wing of the Society’s headquarters be 
named for these two men. A small bronze 
plaque is to be placed beside the doorway, 
reading THE BARKER-WELD ROOM. In- 
side the room a larger bronze tablet is to 
be inscribed: “This room is named in 
honor of Dr. Creighton Barker and Dr. 
Stanley B. Weld as enduring evidence of 
gratitude for their faithful leadership, dis- 
tinguished contributions and unselfish de- 
votion to the Connecticut State Medical So- 
ciety.”” Framed photographs of the two 
men are to be placed above this tablet. 


This JOURNAL joins their many friends 
in extending to Drs. Weld and Barker 
heartiest congratulations upon this recog- 
nition of their long and distinguished ser- 
vice. It would also like to call attention to 
the fact that the man who suggested such 
recognition, Dr. Oliver Stringfield, is a 
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native North Carolinian, who has himself 
achieved distinction—first as a star player 
on one of Wake Forest’s championship 
baseball teams, later in his chosen field of 
pediatrics, and finally in the service of or- 
ganized medicine. His selection as presi- 
dent of the Connecticut State Medical So- 
ciety last year is evidence of the esteem in 
which he is held by his colleagues in his 
adopted state. 


DR. PETER PINEO CHASE 

One of the best loved medical editors was 
Dr. Peter Pineo Chase, who since 1942 had 
been editor of the Rhode Island Medical 
Journal, and had also for years written a 
daily health column for the Providence 
Journal-Bulletin. Although he was 77 when 
he died, he had in such full measure the 
spirit of eternal youth that his friends 
never thought of him as old. Both he and 
his wife were experts in using skis, and 
long after both were white-haired they 
continued to enjoy this sport. 

Dr. Chase was an authority on Samuel 
Johnson, whom he admired greatly, The 
editor of the New England Journal of 
Medicine had this in mind when he closed 
an editorial tribute to him (May 24) with 
the sentence: “To know Peter Pineo Chase 
was to love, admire and respect him; he 
was New England, seasoned and independ- 
ent; like his literary idol he was one who 
kept his friendships in repair.” 


GUEST EDITORIAL 
THE HEALTH OF PHYSICIANS 
Do We Practice What We Preach? 


Among thoughtful medical men there is 
an increasing recognition and acceptance 
of the intrinsic value of periodic physical 
examinations. Public health authorities, 
industries, the Armed Forces and other 
agencies with a stake in human preserva- 
tion have also given a vote of confidence to 
the periodic health inventory. 

With traditional skill and zest, physicians 
go about their work of preserving and 
promoting health among their patients, but 
being preoccupied with their professional 
duties, physicians are often neglectful of — 
and sometimes apparently even indifferent 
to—their own health. Since the medical 
profession can be viewed as an occupation- 
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al group, the Committee on Occupational 
Health of our State Society is attempting 
to promote increased interest among phy- 
sicians in their own personal health. 

All of us perhaps hesitate a little for fear 
of imposing on our colleagues by asking 
them to give us as individuals their time 
and energy. Maybe this stems from the 
fact that we are sure no bill will be render- 
ed. However, I doubt this. I have never 
heard of a physician declining a discount at 
a drug store or at a filling station. A more 
probable factor causing hesitation and de- 
lay is the fact that we may be somewhat 
embarrassed at the thought of having our 
medical privacy—particularly our emotions 
—uncovered in the presence of our neigh- 
boring colleagues. Another cause of delay 
may involve the difficulty and inconvenience 
of traveling to medica] centers. 

Viewing this matter from a more ac- 
curate position, I am confident that instead 
of being irritated or impatient, physicians 
would be complimented at being called on 
for a periodic physical examination by a 
colleague. In addition, an improved physi- 
cian-physician relationship could probably 
be realized as a secondary gain. 

This general subject is sufficiently im- 
portant to justify the interest of all phy- 
sicians. A periodic inventory of our health 
assets and liabilities is most desirable. We 
all know that delay and neglect can be 
tragic to our patients. Let’s not let delay 
or neglect be tragic to either our patients 
or ourselves. 

MAC Roy GASQUE, M.D. 
Medical Director 

Ecusta Paper Corporation 
Pisgah Forest, North Carolina 


STATE SOCIETY DUES FOR NEW 
MEMBERS REDUCED JULY 1 

As in years past, membership dues for 
doctors joining the State Medical Society 
for the first time on or after July 1 wiil be 
reduced in half—that is, from $40 to %20. 
A proportionate reduction will be granted 
new applicants for membership in the 
American Medical Association after the 
July 1 date. 

Physicians taking up the practice of 
medicine in North Carolina in the late 
spring or summer will doubtless be glad to 
take advantage of the reduction in dues. 
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COMING MEETINGS 


North Carolina State Board of Medical “Ex- 
aminers meeting to interview applicants for license 
by endorsement—Mayview Manor, Blowing Rock, 
July 27. 

American Congress of Physical Medicine and 
Rehabilitation, Thirty-Fourth Annual Scientific and 
Clinical Session—The Ambassador, Atlantic City, 
New Jersey, September 10-14. 

Postgraduate Medical School of New York Uni- 
versity — Bellevue Medical Center, Eight-Week 
Course in Occupational Medicine—New York City, 
September 10 - November 2. 


Tennessee Valley Medical Assembly—Read House, 
Chattanooga, October 1-2. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 
The Sigma Xi Club held its first technical session 
since it was chartered by the national society in 
April, when two guest lecturers appeared on the 
program of May 21. Mr. Roy E. Burton, Jr., as- 
sistant superintendent of manufacturing, project, 
and reliability engineer for Western Electric Com- 
pany, spoke on “Statistical Quality Control”; and 
Mr. L. P. Huelsman, superintendent of training 
for army operations group of the field engineering 
force of Western Electric Company, spoke on “Guid- 

ed Missiles.” 

Dr. Lloyd J. Thompson, professor and director 
of the Department of Psychiatry and Neurology, has 
resigned his post, effective June 9. Dr. C, C. Car- 
penter, dean of the Bowman Gray School of Medi- 
cine, has announced that Dr. Angus C. Randolph, 
who has been a member of the faculty since 1948, 
will assume the duties of director of the department, 
having over-all responsibility for the administra- 
tive, academic and professional! activities of the de- 
partment, of which Graylyn is the hospital unit. 
Dr. Richard C, Proctor, who has been a member of 
the faculty for the last six years, will be in charge 
of Graylyn and its allied clinics, also on an interim 
basis. 

In his address to the 1956 graduating class, Dr. 
Paul Dudley White of Boston made two pleas: “. . . 
First, for the more adequate support of epidemi- 
ology research on man himself to determine more 
accurately the beneficial or harmful effects of the 
various ways of life, and, second, to urge you, 
my medical friends, and through you, others, in 
this country or abroad, to support sensible habits 


aimed to achieve a state of positive health .. .” 
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Through the Medical Foundation of The Bow- 
man Gray School of Medicine of Wake Forest Col- 
lege and the North Carolina Baptist Hospitals, Inc., 
a trust fund has been established by Mr. Agnew H. 
Bahnson of Winston-Salem. The trust, to be known 
as the Bahnson Trust, is established to memorialize 
Dr. Henry T. Bahnson and his wife Mrs. Emma 
Fries Bahnson, parents of Mr. Bahnson. The trust is 
established to provide funds in perpetuity for the 
scientific development and general improvement of 
medicine and surgery and for the promotion of 
knowledge in these fields. 

Dr. Henry T. Bahnson began his practice in 
Winston-Salem in 1869, and was one of the organ- 
izers and charter members of the first hospital 
established in the city. He served on the North Car- 
olina State Board of Health and was president of 
the Medical Society of the State of North Carolina. 
His wife, the former Miss Emma Fries, also as- 
sisted in the medical progress of the vicinity and 
was one of the original members of the City Hos- 
pital Association in Winston-Salem. She took an 
active part in its work until the completion of the 
City Hospital. She was a member of the Dorcas 
Circle, which founded and operated the Salem Home, 
and she served as chairman of the board of the 
Belo Home Association. Dr. Bahnson died in 1917, 
and his wife survived until 1945, living to be 92 
years of age. 

In announcing the acceptance of the terms of the 
trust, Dr. Frank R. Lock, president of the Medical 
Foundation, stated that “other persons, firms, cor- 
porations, and foundations shall have the privilege 
of making gifts of money or other properties to 
the Bahnson Trust, which shall be administered as 
assets of the Trust for the purposes thereof.” Under 
the terms of the trust, two committees were appoint- 
ed: the advisory committee is composed of Mr. 
Bahnson, the donor; Mr. Agnew H. Bahnson, Jr., 
Mrs. Louise B. Haywood, Frederick T, Bahnson, Jr., 
James A. Gray, all descendants of the late Dr, and 
Mrs. Bahnson. The physicians committee is com- 
posed of Dr. E. Reid Bahnson, Dr, Fred K. Garvey, 
Dr. Eben Alexander, Jr., and Dr. Richard T. Myers. 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA MEDICAL SCHOOL 


Dr. W. Reece Berryhill, dean of the University of 
North Carolina School of Medicine, received an 
honorary degree at Davidson College commencement 
exercises on May 28. The degree, Doctor of Science, 
was presented by Davidson President Dr. John R. 
Cunningham. 

a 


Dr. Nelson K. Ordway, professor of pediatrics, 
University of North Carolina School of Medicine, 
flew to Paris, France, on May 31 to participate in 
an International Seminar on Organization of Chil- 
dren’s Hospital scheduled from June 7-9. The sem- 
inar will be conducted by the International Chil- 
dren’s Center. Dr. Ordway will he the official 
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representative of this country at this meeting, and 
will present in French a paper entitled “Organiza- 
tion of Newborn and Infant Services.” While in 
Europe, Dr. Ordway has been invited to address the 
Vienna Medical Society at Vienna, Austria. While 
in Austria, he will be a guest of the Department of 
Pediatrics of the University of Vienna Medical 
School. 

Three students and one faculty member of the 
University of North Carolina School of Medicine 
were honored during the annual student-faculty 
day held recently. The students were Laurence 
Elliott Early of Ahoskie, Everett Thompson of 
Rocky Mount, and William Woodward McLendon 
of Greensboro. The faculty member was Dr. John 
T. Sessions, assistant professor of medicine, 

Dr. Sessions was named to receive “The Profes- 
sor” award, which was given for the first time this 
year by the senior class to a member of the faculty 
who in their opinion contributed most to their med- 
ical education during their four years in the med- 
ical school, 

In announcing the award Lee Clark of Everetts, 
president of the senior class said, “In an effort to 
give due recognition to those faculty members who 
have been outstanding in their roles as teachers, 
the class of 1956 has founded an award which 
will be called ‘The Professor.’ We thought this 
name would be especially fitting, representing as 
it does the highest attainment of the teaching pro- 
fession.” 

Early received the Manning Award, given to the 
outstanding member of the senior class, based on 
scholarship, character, leadership, initiative, and 
original investigative work. This award was set up 
by an anonymous donor in honor of Dr. Isaac Hall 
Manning, dean of the Medical School from 1906 to 
1933. 

Thompson received the William deB. MacNider 
Award. This award consists of public commendation 
of a sophomore medical student who is elected by 
his classmates because he possesses various intang- 
ible traits of good character which have been typi- 
fied by Dr. “Billy” MacNider during his fifty years 
as teacher and physician at UNC. 

McLendon received the Roche Award as _ the 
student who best exemplifies the ideals of the mod- 
ern American physician. The award thus recog- 
nizes outstanding scholarship, character, person- 
ality, and seriousness of purpose, displayed dur- 
ing the first two years of Medical School. This 
award was given this year for the first time by 

Hoffmann-LaRoche, Inc., of Nutley, New Jer- 


sey. 
* 


During the Student-Faculty Day, Whitehead Med- 
ical Society officers for 1956-57 were named, They 
are Benson Reid Wilcox, class of 1957, from Char- 
lotte, president; David Bailey Crosland, class of 
1958, from Concord, vice president; Al Hamer, class 
of 1957, from Morganton, secretary; and Edward 


NORTH CAROLINA MEDICAL JOURNAL 


June, 1956 


Carwile LeRoy, class of 1959, from Elizabeth City, 
treasurer. Honor Council Chairman is James Hor- 
ace Merrian Thorp, class of 1957, from Rocky 
Mount. 

* 

Five thousand dollars is being donated by the 
North Carolina Memorial Hospital Auxiliary to air- 
condition rooms and wards for critically ill pa- 
tients, according to an announcement made re- 
cently by Miss Elizabeth Branson, co-chairman 
with Mrs. Frederick E. Nimmcke of the Auxiliary’s 
Hospitality Shop. The money has been made avail- 
able from profits made by the shop, where maga- 
zines, candies, cigarettes, gifts, and other sundries 
are sold for patients and their families. 

The shop is staffed chiefly by faculty wives and 
the increasing number of older people who have 
retired to live in Chapel Hill from its membership 
of almost two hundred women. Net worth of the 
shop was listed as $8,680.09. 

It is anticipated that installation of the air- 
conditioning will begin soon, at the discretion of 
the Hospital authorities. 

* 

Exercises honoring the 59 graduating students of 
the University of North Carolina School of Med- 
icine were held Monday afternoon, June 4. The 
speaker for the occasion was Dr. Warner L. Wells, 
assistant professor of surgery, who was invited by 
the senior class to give the address. 

Immediately following this convocation a School 
of Medicine tea for the graduates and their fami- 
lies and friends was held, 

The Degree of Doctor of Medicine was awarded 
to the class at graduation exercises in the evening. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Philip Handler, professor and chairman of 
biochemistry and nutrition, was the keynote speaker 
for an international Conference on Sulfur Metabo- 
lism at Roscoff, France, on May 15, and lectured on 
May 22 and 23 at the College de France, Paris. 
During his tour, he spent a week visiting the Carls- 
berg Laboratories at Copenhagen, Denmark, and 
a week at England’s Cambridge and Oxford Uni- 
versities. 

Dr. Dery! Hart, Duke University surgeon, has 
been elected vice president and president-elect of 
the Southern Society of Clinical Surgeons. 

A few months ago Dr, Hart was named presi- 
dent of the Southern Surgical Association, and his 
former residents currently are organizing the Dery] 
Hart Society. 

* * ” 

Findings by a Duke cancer research team throw 
further light on the subject of human leukemia by 
adding strong support to the long-debated possibil- 
ity that this blood-cancer disease is caused by can- 
cer virus, Dr. Joseph W. Beard, professor of ex- 
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perimental surgery, declared at the third Nation- 
al Cancer Conference held recently in Detroit. 

The Duke team composed of Dr. Beard, Dr. D. 
Gordon Sharp, and Dorothy Beard has isolated 
three separate viruses which cause forms of leuko- 
sis in chickens, diseases closely resembling human 
leukemia, 

“At present it is not possible to prove conclu- 
sively that human leukemia and Hodgkin’s disease 
are caused by cancer viruses, but if it is true, the 
problem of research has been greatly simplified,” 
Dr. Beard said. “Modern methods and what has 
been learned from studies on animals and fowls 
give us the know-how we have needed for direct 
approach to the study of human leukemia.” 

Working under U. S. Public Health Service, 
American Cancer Society and Damon Runyon Can- 
cer Fund grants during the last seven years, the 
Duke team has made significant contributions to 
cancer research, including: first purification of a 
true cancer virus, myeloblastic leukosis; conclusive 
proof that this virus has enzyme activity that prob- 
ably plays a major part in producing cancer; and 
proof that the virus contains substance which is 
indistinguishable from the normal tissue of the in- 
vaded cell. 

The answer to the long-debated question of whe- 
ther human leukemia is caused by cancer virus is 
now only a matter of time and money, Dr. Beard 
concluded. 

* 

At the same conference Dr. R. Wayne Rundles, 
also at Duke, declared that “Reasonably rapid pro- 
gress is being made toward the eventual control of 
multiple myeloma,” a bone disease closely related 
to human leukemia. 

“The average survival time of these patients has 
definitely been extended,” and treatment produces 
“excellent” results in some one-third of such cases, 
and helps significantly in another third, Dr. Run- 
dles reported. 

In addition to treatment as such, Dr. Rundles’ 
cancer research team has been constantly improving 
on blood protein studies which are highly valuable 
in measuring response to treatment. 

A four-inch length of spaghetti-size tubing filled 
with liquid helium is helping Duke University 
scientists explore the strange world of ultra low 
temperatures. 

Dr. William M, Fairbank of the Duke physics de- 
partment, D. C. Darby Fulton of the College of 
Engineering, and physics graduate student Chester 
F. Hwang of East Point, Georgia, invented and 
developed this device, called a “heat rectifier,” to 
produce extremely low temperatures more easily 
and quickly than ever has been possible before. 

The Duke heat rectifier lets heat travel in only 
one direction, It consists of a tube filled with a 


mixture of ordinary liquid helium and a rare form 
of helium produced by radioactive decay. 
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NORTH CAROLINA HEART ASSOCIATION 
The practice of giving memorial donations to 
honor the memory of heart disease victims is grow- 
ing, according to figures released recently by the 
North Carolina Heart Association. Such contri- 
butions to the Heart Fund now approach $150 a 
month, it was revealed by the Association’s head- 
quarters in Chapel Hill. During the last six months, 
some 60 individuals and 12 organizations or busi- 
ness firms sent memorial donations to the Heart 
Fund. Most of these were of local origin, honoring 
local persons. Among the out of state contributors 
were residents of California, Wisconsin, New York, 
Florida, Illinois and New Hampshire. 


NORTH CAROLINA STATE BOARD OF HEALTH 

Home and farm accidents in 1955 claimed the 
lives of 764 North Carolinians, to account for one- 
third of the state’s total accidental deaths, Dr. 
Charles Cameron, accident epidemiologist of the 
North Carolina State Board of Health, has announc- 
ed, 

Dr. Cameron cited figures which showed that in 
North Carolina for every five motor vehicle ac- 
cident deaths, there are three home and farm ac- 
cident deaths in 1955, and he pointed out that non- 
motor vehicle accidents remain as the leading cause 
of deaths among infants and children. More en- 
couraging, however, was the word that in 1955 
total fatalities from accidents in the home and on 
the farm decreased while other types of accidental 


deaths increased or remained stationary, 


NORTH CAROLINA SOCIETY FOR 
CRIPPLED CHILDREN AND ADULTS 

The camp program includes swiming, fishing, 
games, camp craft and nature study. It sounds like 
an active camp and it will be. But the children have 
to be crippled to come. 

The Easter Seal Camp at Swansboro (Onslow 
County) for Negro crippled children of North Car- 
olina will be in operation from July 8 to July 22, Dr. 
Leslie B, Hohman, president of the North Carolina 
Society for Crippled Children and Adults announced 
recently. Crippled Negro boys and girls between the 
ages of 8 and 16 will be admitted provided they are 
toilet trained, able to dress and feed themselves 
and able to walk even with braces or crutches. 

Interested applicants or persons wishing to pro- 
vide camperships should get in touch with their 
local chapters of the North Carolina Society for 
Crippled Children and Adults, or write to Mrs, 
Eleanore Malone, Program Coordinator, in care of 
the Society at Box 839, Chapel Hill. 

Cost of the camping will be $25 a week or $50 for 
each child for the two week which will 
help meet some of the expenses of the program. The 
North Carolina Society for Crippled Children and 
Adults is to underwrite the balance of the cost. 
Children who are unable to pay should contact 
their local Easter Seal chapter for camperships, 


period, 
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NORTH CAROLINA STATE BOARD OF 
MEDICAL EXAMINERS 
The Board of Medical Examiners will meet at 
the Mayview Manor, Blowing Rock, July 27, at 
which time applicants for license by endorsement of 
credentials will be interviewed. 


AMERICAN COLLEGE OF ANGIOLOGY 


The American College of Angiology held its sec- 
ond annual meeting in the Drake Hotel, Chicago, 
June 9-10, immediately prior to the annual meet- 
ing of the American Medical Association in Chicago, 


NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 

Acceptance and use of the Salk vaccine for the 
prevention of paralytic poliomyelitis is in direct 
proportion to the interest and enthusiasm of local 
physicians concerning its use, Dr. Hart E. Van 
Riper, medical director of the National Foundation 
for Infantile Paralysis, pointed out to physicians in 
a “Letter from the Editor” appearing in the June 
isue of “New Information for Physicians on the 
Salk Poliomyelitis Vaccine.” This new 32-page pub- 
lication, issued by the National Foundation as a 
service to the medical profession, has now reached 
200,000 physicians in the United States. 

Where local physicians are enthusiastic about the 
vaccine, a high proportion of “acceptance” is ob- 
tained with the public, Dr. Van Riper’s letter re- 
veals. In one North Carolina county, Dr. Van Riper 
said, where one local physician had been strongly 
convinced of the value and need of providing 
against the unpredictable threat of paralytic polio- 
myelitis, and had spearheaded a campaign for vac- 
cination, nearly 95 per cent of the eligible popula- 
tion has already received one or more injections of 
Salk vaccine, 

Vaccinate now and throughout the summer is 
the essence of a statement by Leonard A. Scheele, 
M. D., Surgeon General of the U. S. Public Health 
Service, which appears in the new issue of “Infor- 
mation for Physicians on the Salk Poliomyelitis 
Vaccine.” Dr, Scheele’s statement in full says: 

“Physicians and health officers should begin im- 
mediate planning for expanded poliomyelitis vac- 
cination programs during the next few months. 

“Vaccine should be used as promply as it be- 
comes available, even during periods of rising in- 
cidence of poliomyelitis, to assure maximum pro- 
tection. 

“To provide some protection in higher priority 
groups as soon as possible, vaccination programs 
should not only be continued but expanded as more 
vaccine becomes available throughout the summer 
months, which are periods of rising incidence. 

“The total prevention effect of the vaccine is 
much greater than any slight hazard of provoca- 
tion, Evidence accumulated during 1955 supports 
this conclusion.” 
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The changing picture of poliomyeliis in the 
United States with the advent of the Salk vaccine is 
described at length in the new edition of informa- 
tion for physicians. The summary and conclusions 
of this article declare: 

“The ideal dosage schedule for the Salk polio- 
myelitis vaccine, as presently constituted, is two 1- 
ec, doses, intramuscularly, spaced two to six weeks 
apart, with a booster dose of 1 cc. given at least 
seven months to one year later. The schedule of in- 
jections should ideally start during the second six 
months of life. 


“Because of possibly limited vaccine supplies, a 
compromise or emergency dosage schedule may have 
to be used in 1956. All available vaccine supplies 
should be used immediately. Booster doses should 
be postponed until vaccine supplies are fully utilized 
for primary immunization. 

“Properly processed and tested Salk vaccine is 
safe—as safe as any biological product can possibly 
be. The question of vaccine safety is now largely 
historical. 


“Contraindications for administration of the 
Salk poliomyelitis vaccine have been slightly re- 
vised. The vaccine should not be given (1) during 
major acute illness; (2) during the poliomyelitis 
season to persons exhibiting symptoms of minor 
illness, especially fever, sore throat and gastro- 
intestinal upset; and (3) to those in intimate 
household or institutional contact with an index 
case of poliomyelitis. 

“The risk of provoking paralysis by a first in- 
jection of Salk vaccine is minimal. If primary sen- 
sitization has occurred, the risk in subsequent vac- 
cine injections is probably nil. 

“The best hope of aborting an epidemic of polio- 
myelitis is to give one injection of the Salk vac- 
cine immediately to the entire unvaccinated popu- 
lation in the community up to age 35 or 40. House- 
holds with index cases should be excepted. 

“The demonstrated effectiveness of the Salk vac- 
cine, under conditions of use in 1955, was approx- 
imately 30 per cent. It was somewhat less effective 
against type 1 poliovirus infections and epidemics. 

“Detailed records of the past incidence of polio- 
myelitis, paralytic and nonparalytic, with an en- 
tirely unvaccinated population in the United States, 
are provided. These may serve as a base line for 
determining the long-range effects of programs of 
vaccination against paralytic poliomyelitis. 

“The statistical and epidemiologic picture of 
poliomyelitis in the United States is rapidly chang- 
ing as the result of the increasingly widespread use 
of all available supplies of the Salk vaccine. The 
World Health Organization has recommended that 
all countries ‘with a high incidence of paralytic 
poliomyelitis should plan to bring vaccination into 
routine use at an early date.’ 

“If efforts are successful to vaccinate a high 
proportion of the most susceptible age groups in 
the American  population—children aged six 
months through 19 years and pregnant women— 
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before the advent of the 1956 poliomyelitis season, 
a reduction by 50 per cent in the number of para- 
lytic cases that might otherwise have occurred in 
the epidemic season of 1956 is well within reason. 
This would represent a most dramatic reduction in 
a single year. The cooperation of the medical pro- 
fession is essential to this possible result.” 

A new statistical analysis of age-specific ad- 
mission rates of paralytic polio patients to hos- 
pitals reporting to the National Foundation reveals 
that the incidence of paralytic polio is likely to 
be as high among pre-school and nursery school 
children as among these in the first and second 
grades in school. 


HEALTH NEWS INSTITUTE 

Enough Salk polio vaccine to provide at least 
two doses each for over 80,000,000 American chil- 
dren and expectant mothers will be produced this 
year by the five pharmaceutical manufacturers 
licensed to make the vaccine under strict govern- 
mental controls. Since it is estimated that only 
about 52,000,000 persons are available in the first 
priority for vaccination this year, supplies should 
be ample unless necessary local controls slow up 
distribution. 


NEWS NOTES FROM THE 
AMERICAN MEDICAL ASSOCIATION 
New Radio Series on Fun in the Sun 

Tips on keeping cool, safe, and happy during the 
summertime are offered in AMA’s new transcrip- 
tion series now available to state and county med- 
ical societies for airing over local radio stations. 
Prepared by the Bureau of Health Education, the 
“Summer Serenade” series features lighthearted 
music from the classics and semi-classics inter- 
spersed with timely advice on pertinent summer 
health topics. 

* 
Catalogue of Health For TV 

An excellent catalogue of public health motion 
picture films cleared for use on television has been 
prepared by public health officials of the Kalama- 
zoo (Michigan) City-County Health Department. 
Entitled, “Health Education by Television,” the 
catalogue contains a list of films which were se- 
lected and shown on the “Here’s to Your Health” 
public service program on Kalamazoo’s station 
WKZO-TYV. The AMA has been granted permission 
to reproduce this catalogue and make it available 
without charge to those interested in using health 
films on television. Requests should be made to the 
AMA Committee on Motion Pictures and Medica! 
Television. 


Films Added to AMA Library 
Three films recently were added to the AMA 
Motion Picture Library for use by state and county 
medical societies. (1) “Alcohol and the Human 
Body”—portrays the course that ethyl alcohol takes 
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when it enters the human body in the form of bev- 
erages. Black and white; 10 minutes. (2) “Heart 
Disease—Its Major Causes”—consists of pictures 
of patients to illustrate the various situations that 
arise out of heart disease. (3) “Tobacco and the 
Human Body”—analyzes the contents of tobacco 
smoke, demonstrates some of the physiologic effects 
of smoking, and sums up the factors to be consid- 
ered in deciding whether or not to smoke. Black 
and white; 15 minutes. 


Further information on any of these films may 
be obtained from the AMA Motion Picture Library. 


Dr. Peterson's Work With Handicapped Honored 

President Eisenhower's Committee on Employment 
of the Physically Handicapped has given the Amer- 
ican Association a memorial plaque honoring the 
late Dr. Carl M. Peterson for his lifetime devotion 
“to the increased health, welfare and employment 
opportunity of his fellowman.” 

Dr. Peterson was secretary of the AMA’s Council 
on Industrial Health for 17 years and served as 
chairman of the medical committee of the Presi- 
dent’s Committee. He died last fall of injuries suf- 
fered in a plane crash in North Carolina. 


UNITED CEREBRAL PALSY 


“The hope that American children of tomorrow 
may be spared the disabling effects of cerebral 
palsy hinges on what we are willing to put into 


research now,” Stanley C. Hope, Chairman of 
United Cerebral Palsy’s 1956 Campaign, declared 
recently. 

The Esso Standard Oil President made this 


statement as he turned his New York office (15 
West 51 Street) over to Gary Bjerkenes, of 
Brooklyn, New York, for a ceremony launching 
UCP’s seventh annual fund-raising drive. 

Calling for “the generous support of the Amer- 
ican people, so that United Cerebral Palsy can 
expand and intensify its research program,” Mr. 
Hope told a news conference that UCP will need 
at least 25 per cent more than was raised in last 
year’s campaign. 


INTER-AMERICAN CONFERENCE ON 
OCCUPATIONAL MEDICINE AND TOXICOLOGY 
The University of Miami, School of Medicine, 
jointly with the University of Havana, Cuba, 
School of Medicine, will hold this year the first 
Inter-American Conference on Occupational Medi- 
cine and Toxicology. The meeting will be held 


September 3-7. The official language of the pro- 
gram will be Spanish. 

This year the conference will be held in Miami 
with the University of Miami, School of Medicine 
serving as host. The program will include speakers 
Chile, 


from Venezuela, Mexico, Peru, Columbia, 
Puerto Rico, Cuba, and the United States. 
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TABLETS 
Each tablet contains: 


Reserpine... 0.15 mg. for hypothalamic action 
Mebaral. mg. for cortical action 


AND TENSION STATES 
PREMENSTRUAL TENSION 
DOSE: 1 tablet times daily. SUPPLIED: Bottles of 100 tablets. 


LABORATORIES 
NEW. YORK 18, N. Y. 


Mebaral (braad of mephobarbital), U.S. Pat, Off 
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UNIVERSITY OF ILLINOIS COLLEGE OF 
MEDICINE 

The Department of Otolaryngology, University of 
Illinois College of Medicine, announces its annual 
assembly in Otolaryngology from October 1 through 
7. Interested physicians should write direct to the 
Department of Otolaryngology, 1853 West Polk 
Street, Chicago 12, Illinois. 


U. S. DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 

Nine laboratory refresher courses covering the 
serology of syphilis, management and control of 
syphilis serology by the regional laboratory, and 
tests for syphilis using the Treponema pallidum 
will be offered at the Venereal Disease Research 
Laboratory in Chamblee, Georgia, from August, 
1956, to May, 1957, the Public Health Service's 
Venereal Disease Program has announced. 

Schedule of courses and dates is as follows: 

Serology of Syphilis, Aug. 20-31, 1956. 

Serology of Syphilis, Sept. 17-28, 1956. 

Management and Control of Syphilis Serology by 
the Regional Laboratory, Oct. 8-19, 1956. 

Tests for Syphilis Using the Treponema Palli- 
dum, Oct, 22-Nov, 2, 1956. 

Serology of Syphilis, Dec. 3-14, 1956. 

Serology of Syphilis, Feb. 4-15, 1957. 

Serology of Syphilis, March 18-29, 1957, 

Tests for Syphilis Using the Treponema Palli- 
dum, April 8-19, 1957. 

Management and Control of Syphilis Serology by 
the Regional Laboratory, April 22-May 3, 1957. 

The Serology of Syphilis courses are designed to 
provide refresher training to senior operating per- 
sonnel of state and public health service labora- 
tories and to other qualified individuals from this 
and other countries. They include lectures, demon- 
strations, and participation periods covering the 
most widely used American methods for the sero- 
diagnosis of syphilis with references to the latest 
developments in this field. 


VETERANS ADMINISTRATION 


Veterans Administration announced it has de- 
veloped a plan for career residency training in 
anesthesiology for full-time physicians in order to 
overcome the acute shortage of certified anesthesi- 
ologists in VA’s Department of Medicine and Sur- 
gery. 

The program will begin July 1, 1956, in VA hos- 
pitals at Bronx, New York; Hines, Illinois; Rich- 
mond, Virginia; St. Louis, Missouri; and at the 
VA center in Los Angeles, California. 

VA said the new plan will not be a substitute for 
the regular residency program, nor will it inter- 
fere with the program now in effect. 

The plan has an obligated service requirement of 
two years. Prior service in VA is not a require- 
ment as long as the obligated service contract is 
signed. 


MONTH IN WASHINGTON 
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The Month in Washington 


A presidential commission’s report on 
veterans’ pensions that also goes into the 
subject of non-service connected medical 
benefits is stirring up another controversy. 

The President’s Commission on Veterans 
Pensions, headed by General Omar Brad- 
ley, conducted a study covering more than 
a year in time and a wide range of sub- 
jects. It produced a 415-page report and 
a total of 70 recommendations. 

The seven-man commission's report has 
this basic premise: military service in time 
of war or peace should be treated as dis- 
charging an obligation of citizenship and 
not of itself as a basis for future govern- 
ment benefits. 

The commission made this additional 
point: “. . . under conditions of modern 
technology and warfare, the national de- 
fense might be served equally well by a 
civilian in a scientific laboratory or a war 
plant as by a uniformed serviceman—and 
in view of total war and atomic weapons, 
perhaps with greater personal hazard to 
the civilian. This further suggests that the 
special needs that veterans have because 
of military service should not be confused 
with the needs that all citizens have in 
common for such things as education, 
health services and economic security.” 

With this in mind, the commission pro- 
poses the gradual elimination of non-ser- 
vice connected benefits and _ observes: 
“Their justification is weak and their basic 
philosophy is backward-looking rather than 
constructive.” Such benefits, it adds, should 
be limited to a minimum level and retained 
only as a reserve line for veterans who fail 
to qualify for basic protection under Old 
Age and Survivors Insurance (Social Se- 
curity). 

The commission goes one step further by 
recommending an end to the present auto- 
matic “presumption of service-connection” 
procedure. Now, presumption of service 
connection is automatic and mandatory for 
certain diseases if the condition is diag- 
nosed within a specific period of time fol- 
lowing discharge. Instead, the commission 
would substitute medical determination for 
chronic and tropical diseases, psychoses, 
tuberculosis and multiple sclerosis, with 
each case decided on its own merits, 
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Other recommendations: (1) increased 
reliance on the OASI system for certain 
veterans benefits, (2) prompt counseling of 
all veterans placed on compensation rolls 
as to VA and federal-state rehabilitation 
programs, and (3) requirement of reason- 
able medical or surgical treatment before 
payment of compensation. 

Representatives of veterans groups called 
before the House Veterans Affairs Com- 
mittee to comment on the Bradley study 
complained that some of its proposals 
would be “extremely destructive” to cer- 
tain aspects of veterans compensation. 

Notes 


Two congressional committees, after 
long studies of problems of narcotic, bar- 
biturate and amphetamine addiction, have 
come up with recommendations that the 
United States tighten penalties on narcotics 
peddling and smuggling, outlaw heroin, 
and set up a central unit in the Federal 
Bureau of Narcotics to keep track of known 
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addicts. The proposals were made by the 
Senate Judiciary committee and a House 
Ways and Means subcommittee. 

The House committee also suggested a 
law for more stringent controls over bar- 
biturates and amphetamines. 

The Senate committee rejected the pro- 
posal backed by the New York Academy 
of Medicine for “clinics’’ where known ad- 
dicts could go for regular doses of narco- 
tics. 

The United States Public Health Service 
is advising private physicians as well as 
health officers to increase their use of Salk 
poliomyelitis vaccine. Although supplies 


now lag behind demand, the expectation is 
that before the summer is out the situation 
will be reversed. In line with this recom- 
mendation, P.H.S. is urging that physi- 
cians use what supplies they have on hand 
immediately, depending on future produc- 
tion to take care of second and third shots. 
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ADVERTISEMENTS 


IMPORTANT RESEARCH CONTRIBUTION 


Searle Introduces: 


A Practical New Steroid 


for Protein Anabolism 


(BRAND OF NORETHANDROLONE) 


PROTEOGENIC EFFECTIVENESS + The newest Searle Research 
development, Nilevar, exerts a potent force in protein anabo- 
lism. Yet it is without appreciable androgenic effect (approxi- 
mately one-sixteenth of that exerted by the androgens). 

Investigations with Nilevar show that nitrogen, potassium 
and phosphorus are retained in ratios indicating protein anab- 
olism. Nilevar is thus the first steroid which is primarily ana- 
bolic and which provides a practical means of meeting the 
numerous demands for protein synthesis. 


NILEVAR 1S ORALLY EFFECTIVE + Clinical response to Nilevar 
is characterized not only by protein anabolism but also by an 
increase in appetite and an improved sense of well-being. 


SAFETY AND PRECAUTIONS + Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic effects after 
six months of continuous administration of high dosages. 
Nilevar should not be administered to patients with prostatic 
carcinoma. Nausea or edema may be encountered infrequently. 


DOSAGE + The daily adult dose is three to five Nilevar tablets 
(30 to 50 mg.) but up to 100 mg. may be administered. For 
children the daily dose is 1 to 1.5 mg. per kilogram of body 
weight. Individual dosages depend on need and response to 
therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & 
Co., Research in the Service of Medicine. 


*Trademark of G. OD. Searle & Co, 


INDICATIONS: 


Nilevar is indicated in the vast 
area of surgical, traumatic and 
disease states in which protein 
anabolism is desirable for has- 
tening recovery. The specific 
indications are: 


1, Preparation for elective sur- 
gery. 
2. Recovery from surgery. 


3. Recovery from iliness: pneu- 
monia, poliomyelitis and the 
like, 


4. Recovery from severe 
trauma or burns. 


5. Nutritional care in wasting 
diseases such as carcinoma- 
tosis and tuberculosis. 


6. Domiciliary care of decubi- 
tus ulcers. 


7. Care of premature infants. 


a 
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You Don't Have 
26" That Much Patience, Doctor... 


, . + » and you won’t have many patients left, if you 
“7 aap trying to collect past-due accounts the hard way! 

There is an easy way to have your past-due accounts 
collected, and see your ex-patients become patients again. 
Your MEDICAL-DENTAL CREDIT BUREAU treads on 
no-one’s toes, They collect your money in an ethical, cour- 
teous manner that promotes good public relations (in fact, 
the only form of advertising you get, Doctor). 

There are many assets to be gained by simply calling 
in your nearest MEDICAL-DENTAL CREDIT BUREAU. 
The sooner you call or write for full information, the 
quicker you'll recover those past-due accounts. 


Call or write today! 


DENTAL CREDIT BUREAUS 


Greensboro—216 Commerce Place—Phone 3-8255 Lumberton—I15 W. Second Street—Phone 3284 
High Point—513 Security Bank Bldg.—Phone 3955 Raleigh—715 Odd Fellows Bidg.—Phone 3-9012 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


SAINT ALBANS 


A. 3474 3:5 Prevent HOSPITAL 
RADFORD, VIRGINIA 


STAFF 
James P. Kine, M.D. 
Director 


James K, Monnow, M.D. Danie, D. Cures, M.D, 
Tuomas Parnren, M.D, James L, Currwoop, M.D, 
Chana K, Dickinson, M.D. Medical Consultant 


Affiliated Clinics; 


Bluefield Mental Health Center Beckley Mental Health Center Harlan Mental Health Center 
525 Bland St., Bluefield, W. Va, 207% MeCreery St. Harlan, Ky. 
David M, Wayne, M.D, Beckley, W. Va. C, H, Crudden, M.D. 

W. E. Wilkinson, M.D. 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


NI COZO hor senile paych ages 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms 

Each capsule or 4 teaspoonful 
of elixir contains 
Pentylenetetrazol __.— 100 mg., 
Nicotinic acid 50 mg 


7 1. Levy, S., f.4.M.A., 199: 1260, 1995 
2. Thompson, Procter, North Carolina 
15.996, 1954 


Mail Coupon for Free NICOZOL 
Drug Specialties, Inc. 
P. O. Box 830, Winston-Salem, N. C. 


Kindly send me professional somple of NICOZOL Capsules, 
also literature on NICOZOL for senile Fsychoses. 


PTHICAL PHARMACEUTICALS 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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A Gift IN PERFECT TASTE 
Original Pennsplvania- HICKORY VALLEY FARM 


smoked TURKEY 


Great chefs, gourmets, famous 
hostesses acclaim these hick- 
ory smoked turkeys as among 
the true luxury delicacies of 
the world. The meat is actu- 
ally pearly-pink! A flavorful 
gife chat will be received with 
delight, remembered for a 
lifetime 


Baked and Glazed Sherry 


HAM 


Glazed, baked sherry-basted 
ham, spiced with choicest 
cloves, ready to eat! This 
superb ham nestles in its dis- 
tinctive gift package like a 
great treasure 


DELICIOUS SMOKED MEATS by mail 


Superb Eating! 


HEARTS OF HAM 


It’s the kernel of the ham, all 


meat, The 


bone is removed 


before it's smoked. Sealed in 
Cry-O-Vac to retain its flavor, 
these plump Hearts are all 
lean meat! Only a limited 
number available, order now. 


Canadian Style 


BACON 


Tender, tast 
ory smoked 


y pork loins, hick- 
according to our 


own Penn-Dutch recipe. All 
good, lean eating meat, not a 
speck of waste, and superb to 


the taste 


Pennsylvania Dutch Hickory Smoked 


SAUSAGE 


(() SMOKED WHOLE TURKEY; wt 
(Aver, wt. 10-20 Ibs.) 
() HEARTS OF HAM; from 4 to 6 Ibs. @ $2.75 a Ib. 
() WHOLE BAKED AND GLAZED HAM, wt 
$1.75 a tb. (Aver. wt, 10-18 Ibs.) 
(() CANADIAN STYLE BACON; from 4 to 6 Ibs. Strips @ 
$2.25 a Ib 
oO red SMOKED PORK SAUSAGE; @ $5.60 per 
Ib. pkg 


“HICKORY VALLEY FARM, INC, 


Here is old fashioned hickory smoked sausage, seasoned and mixed according to an 
authentic Pennsylvania Dutch recipe. Made from all meat pork cuts—no trimmings. 
Links of luxury that keep indefinitely under refrigeration 


Ibs. @ $1.75 a Ib. 


My check or money order enclosed, Please send products checked ; 
postpaid, gift wrapped, gift card enclosed 


(Please print or type names and addresses to whom gifts are to be sent) 


Ibs. @ yams 


ADDRESS — 


ZONE STATE 
Write for Free Penn Dutch Cookbook 


STROUDSBURG, PENNA. 


LITTLE KUNKLETOWN, 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy —for nervous 
and mental disorders and problems of 
addiction, 


Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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THE MILTOWN MOLECULE 


A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


@ well tolerated, non-addictive, essentially non-toxic 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 

@ does not produce significant depression 

@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm, 


Miltown 


the original meprobamate—2-methy!-2-n-propyl-1,3-propanedio! dicarbomate—U S Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: | or 2 tablets tid 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. WW 


Literature and Samples Available on Request 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 


Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B. Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D, 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


lathology: 
James B. Roberts, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D 
L. O, Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D. 


Physiotherapy: 
Miss Etheleen Dalton 


Anesthesiolog 
William M.D. 
Heth Owen, Jr., 


Charles C. Hough 


APPALACHIAN HALL 


ESTABLISHED — 1916 


ASHEVILLE 


NORTH CAROLINA 


An_ Institution for the diagnosis and treatment of Prychiatric and Neurological {lineases, rest. convalescence, drug 


and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with c 
“ray. 


facilities including electroencephalography and 


plete laboratory 


Appalachian Hall is located in Asheville, North Carolina, a resort town. which justly claims an all around climate 


for health 
Wm. Ray Grirrin, Jr., M.D. 
Ropert A, Grirrin, M.D. 


and comfort, There are ample facilities for classification of patienta, rooms single or en suite. 


MARK A, GRIFFIN, Sr., M.D. 
MARK A. GRIFFIN, JR., M.D. 


June, 1956 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 
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in rheumatoid arthritis 


ROUTINE 


CO-ADMINISTRATION 


(Buffered Prednisolone) 


Clinical evidence!.2.3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and prednisolone, 
antacidsshould be routinely co-admin- 
istered to minimize gastric distress. 
2.5 mg. or 5 mg. prednisone or prednisolone with > 
50 mg. magnesium trisilicate 
and 300 mg. aluminum hydroxide gel. Pattadstohie 1, Po. 


References: 1, Boland, EB. W., J.A.M.A, 160613, Division ov & Co., Inc, 
25, 1956. 2. Margolis, H. M., 4 al. 

J.A.M.A, 158: 454, June 11, 1955: 3. Bollet, A. J. 

a al. J.A.M.A, 1$8:459, June 11, 1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of Munck & Co., Inc. 
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Qut-Patient Clinic 
And Hospital For Rehabilitation Of 


THE 
KEELEY The ALCOHOLIC 
A. F. Fortune, MD: Medical Director 
INSTITUTE 


GREENSBORO, in-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 


Registered by American Medical Association 


| 


WHEN CONTINUOUS 


Duesisis MANDATORYTO | Inc 


CONTROL HEART FAILURE, 
SURGICAL 
SUPPLIES 


Compliments of 


NEOHYDRIN 

BECOMES THE SUPERIOR 
[ORAL] AGENT, SINCE THIS 
COMPOUND CONTINUES TO 
PRODUCE DIURESIS WHEN 
ADMINISTERED DAILY’* 


65 Haywood Street 


“Meyer, J. H., and Hughes, W. M.s ASHEVILLE, North Carolina 
J. Chron, Dis, 2:678, 1955. 


P. O. Box 1716 Telephone 3-7616—3-7617 


The FOR 
EXCEPTIONAL 
Thompson CHILDREN 


Homestead Year-round private 
home and school for 
School infants, children and 
adults on pleasant 

250 acre farm near Charlottesville. 


Write for booklet. 
Mrs. J, Bascom Tuompson, Principal 


FREE UNION VIRGINIA 


| | 
YOUR 
| 
4A 


June, 


1956 ADVERTISEMENTS 


You have an economical answer 
BAKER’S MODIFIED MILK* 


sold at an extremely low price, one 


When a mother asks about the cost of a 
formula for her baby, your answer can 


truthfully be “Baker's is economical.” 


Baker’s is a complete food containing 
added carbohydrate, and adequate 
amounts of all known essential vita- 


mins and minerals. Because Baker’s is 


ounce of formula costs less than a 
penny —about $1.50 per week for most 


infants. 


Prescribe Baker's Modified Milk in the 
hospital and thus provide mothers with 


an economical, complete infant formula, 


*Made exclusively from Grade A Milk (U.S. Public Health Service Milk Code) 


THE BAKER LABORATORIES, 


INC, 


Milk Products Exclusively Jor the Medical Profession 


Main Office: Cleveland 3, Ohio 


e Plant: East Troy, Wisconsin 


| 
BAKERS MODIFIED MILK | 
costs legs than perounce | 
| including carbohydrates and vitaming | 
“a 
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in its completeness’ 


1% 
| CAUTION: Federet 


equivalent to 
one USP Digitalis Unit 


Physiologically Standardized | 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose Led. 
Boston, 18, Mass, 


WE CORDIALLY INVITE YOUR INQUIRY 


for application for membership which af- 
fords protection against loss of income from 
accident and sickness (accidental death, 
too) as well as benefits for hospital ex- 
penses for you and all your eligible de- 
pendents. 


PHYSICIANS 
SURGEONS 
DENTISTS 


$4,500,000 ASSETS 
$23,800,000 PAID FOR BENEFITS 
SINCE ORGANIZATION 


XXXVI 
| i} SINCE 
q | Digitalis 1902 
j | | % % 
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| 
vf ‘ a“ 
7 
| ; Each pill is 3 
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save the cigarette for later... : Time was you had to wait for a 
local anesthetic to take hold —you waited, patient waited, nurse 


waited. Now, rapid anesthesia.... Blockain* works so fast that clinicians had to 
describe it as “immediate” and “almost instantaneous.” It’s practically an under- 
statement to call its action “rapid.” Longer anesthetic duration.... Besides being 
able to go to work sooner, you can work at an easier pace. Blockain lasts long enough 
so you can proceed from incision to closure on one injection. You finish up with a 
neat suture line undistorted by repeated instillations. The patient leaves uncom- 
plaining and comfortable. ¢@ A busy clinician’s experience with Blockain in 
fourteen cases of Colles’ fracture: A single 2-5 cc. injection of Blockain into the 
hematoma produced anesthesia in an average of 3 minutes 15 seconds. The average 
duration of these operations, closed reductions, was 25 minutes. Anesthesia persisted 
beyond the time required for reduction permitting splints to be applied, postreduction 
X-rays to be taken and the patients sent home feeling comfortable. BLOCKAIN, 
30 cc., 0.5% (5 mg/cc.). Your office-ideal loca] anesthetic. For additional information 
write GEORGE A. Breon & COMPANY, 1450 Broadway, New York 18, N. Y. 


OF FPROPORTCAINE 60808, 
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integrated relief... TABLETS (yellow, coated); each comtainin 
mild sedation CIDA} ond 20 tag. 


Summit, N. J. mucosal analgesia 


GLENWOOD PARK SANITARIUM 


Founded by wt 
M.D. North 
Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found, 


Wortn WILLIAMS, Business Manager R. M. Bure, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


7 or a spastic \ 
we 4 
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Clinically proved in many common infections"® 


Hemolytic streptococcal infections 


Pharyngitis/Tonsillitis/Sinusitis 
Otitis media/Mastoiditis 
Scarlet fever/Lymphadenitis/Erysipelas 


Staphylococcal infections /Pneumococcal 
infections/Gonococcal infections / 
Vincent's Infection/Prevention of 
streptococcal infection in individuals 
with a history of rheumatic fever / 
Prevention of secondary infection due to 
penicillin-susceptible organisms 


in dosage of just 1 or 2 tablets t.i.d. 


and is far less costly than other penicillin salts 


Pentids 


SQUIBB 200,000 UNIT BUFFERED PENICILLIN G POTASSIUM TABLETS 
Recommended dosage: 1 or 2 tablets t.i.d. without regard to meals. Bottles of 12 and 100. 


References: 1. Boger, W. P., J. Amer. Ger. Soc. 3.556, Aug. 
1955. 2. Lapin, J. H., Ann. Allergy 13:169, March-April 1955. 
3. Andeiman, M. B. and Fischbein, W. |., Antibiotic Med. 1: 
136, March 1955. 4. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, Circulation 11:317, Feb. 1955. 5. Miller, J. M. et al., 
Antibiotics Annual 1954-55, Medical Encyclopedia inc., N. Y., 
p. 105. 6. Seal, J. R. et al., J. Lab. & Clin. Med. 44:831, Dec 
1954. 7. Martin, W. J. et al., Am. Pract. & Dig. Treat. 5:813, 
Oct. 1954. 8. Henner, R., Eye, Ear, Nose & Throat Monthly 
33;530, Sept. 1954. 9. Rodstein, M. and Young, D., Clin. Med. 
61:695, Sept. 1954. 10. Bernstein, S$. H. et al., A. M. A. 
Arch. Int. Med. 93:894, June 1954. 11. Craige, E., North Caro- 
lina M. J. 14:593, Dec. 1953. 12. Barach, A. L., J. Amer. Ger. 
Soc. 1:616, Sept. 1953. 13. Barach, A. L., Geriatrics 8:423, 
Aug. 1953. 14. Boger, W. P., Indus. Med. & Surg. 22:288, 
July 1953. 15. Young, D. and Rodstein, M., J.A.M.A. 152.987, 
July 1953. 16. Queries and Minor Notes, J.A.M.A. 152.1083, 
July 1953. 17. Roberts, E., A. M. A. Amer. J. Dis. Child. 85: 
643, June 1953. 18. Spink, W. W., J.A.M.A, 152:585, June 
1953. 19. Huang, N. N. and High, R. H., J. Pediat. 42:532, 
May 1953. 20. Antibiotics: Round Table Discussion, Pediatrics 
11:270, March 1953. 21. Feinberg, B., Rhode isiand M. J. 36: 
138, March 1953. 22. Flippin, H. F., Delaware State M. J. 25: 
55, March 1953. 23. Denny, F. W. Jr., Postgrad. Med. 13:153, 
Feb. 1953. 24. Flood, J. M., A. M. A. Arch. Dermat. & Syph. 
67:42, Jan. 1953. 25. Kohn, K. H., Milzer, A. and MacLean, H., 
JAMA. 151:347, Jan. 1953. 26. Siegal, S. et al., J. Allergy 
24:1, Jan. 1953. 27. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, J.A.M.A, 151:141, Jan. 1953. 28. Keefer, C. S., Pennsyl- 
vania M. J. 55:1177, Dec. 1952. 29. Kerrell, W. E., JAMA. 


150:1450, Dec. 1952. 30. Levy, D. F., Connecticut State M. J. 
16:899, Dec. 1952. 31. Romansky, M. J. and Kelser, G. A., 
J.A.M.A. 150:1447, Dec. 1952. 32. Thomas L., Minnesota Med. 
35:1105, Dec. 1952. 33. Jones, C. C., J. lowa M. Soc. 42:533, 
Nov. 1952. 34. Reimann, H. A., Postgrad. Med. 12:255, Sept 
1952. 35. Bunn, P. A., N.Y. State J. Med. 52:2005, Aug. 1952. 
36, Finland, M., New England J. Med. 247:557, Oct. 1952. 
37. Babione, R. W. et al., U. S. Armed Forces M. J. 3:973, 
July 1952. 38. Hansen, A. E., South. M. J. 45:423, May 1952. 
39. Dowling, H. F., G. P. 5:53, Feb. 1952. 40. Rhoades, P. S., 
G. P. 5:67, Feb. 1952. 41. Dowling, H. F. and Lepper, M. H., 
Med. Clin. North Amer., Jan. 1952, p. 247. 42. Karelitz, S. 
and Schifrin, N., Postgrad. Med. 11:17, Jan. 1952. 43. Panel 
Discussion, Pennsylvania M. J. 55:42, Jan. 1952. 44. Flippin, 
H. F. et al., JAMA. 147:918, Nov. 1951. 45. Massell, 8. F., 
Mod. Concepts Cardiovas. Dis. 20:105, Sept. 1951. 46. Wein- 
stein, L., Boston Med. Quarterly 2:1, Sept. 1951. 47. Massel, 
B. F. et al., JAMA, 146:1469, Aug. 1951. 48. Finland, M., 
Bull. New York Acad. Med., 27:199, April 1951. 49. Wheatley, 
D., Brit. M. J. 1:703, March 1951. 50. Keefer, C. $., Postgrad. 
Med. 9:101, Feb. 1951. 51. Bunn, P. A. et al., JAMA. 144 
1540, Dec. 1950. 52. Weinstein, L. and Perrin, T. S., J. Pediat. 
47:844, Dec. 1950. 53. Keefer, C. S., Am. J. Med. 7:216, 
Aug. 1949. 54. Robinson, J. A., Hirsch, H. L. and Dowling, H. 
F., Am. J. Med. 4:716, 1948. 55. Barach, A. L. and Garthwaite, 
B., Ann. Allergy 5:297, Aug. 1947. 56. Herrold, R. O., J. Urol. 
57,897, May 1947. 57. White, H. J., Lee, M. E. and Alverson, 
C., Proc. Soc. Exper. Biol. & Med. 62:35, 1946. 58. Baumann, 
F. et al., J. Allergy 17:264, Sept. 1946. 59. Gamble, T. 0. et 
al., Am. J. Obst. & Gynec. 50:514, Nov. 1945. 60. Woofter, 
A. C. and Hoffman, 0. E., J. towa M. Soc, 35:189, May 1945. 
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your patients... 


for 


yourself 


EVERY WOMA N _ RELIEF FROM MORNING BACKACHE* 
7 AND THE MOST COMFORTABLE 


NIGHT'S SLEEP YOU'VE EVER HAD 
WHO SUFFERS 


“PREMARIN’. 


The first ‘ 
: and only mat- 
tress RF 
operation wit ing 
wre ly used surgeons, 
this scientifically firm 
mattress has afforded genu- 
; ine relief from morning backache 
natural, oral so frequently associated with too soft, sagging 
mattresses. Sealy Posturepedic provides supe- 
rior support and comfortable resiliency—re- 
gardless of the sleeper’s size or weight. 


estrogen - * Due to sleeping on a too-soft mattress 
: SAVE $39 WITH THIS SPECIAL 
PROFESSIONAL DISCOUNT! 


Our most valued Sealy Posturepedic 
recommendation, for their own use 
over 10,000 doctors taking advanta of 
have purchased the this special offer. 
OSealy, inc., 1956 

SEALY MATTRESS CO. 

666 LAKE SHORE DRIVE, 

CHICAGO 11, ILL. 

Please send me full details on how I may obtain my 
Doctor's Discount and save $39 on the purchase of a 


Sealy Posturepedic Mattress with Matching ‘‘Coil- 
on-coil” Foundation. 


LABORATORIES 
‘New York, N.Y. @ Montreal, Canada’ 
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ADVERTISEMENTS 


DAVIS TECHNIQUE USING 
Vacisec” JELLY AND LIQUID 


EXPOSES 


Phase-contrast microscope shows a trichomonad in a 
mucinous vaginal smear. 


ANY trichomonacides failed in years past largely 

because they reached only the parasites swim- 

ming freely in the vaginal canal—not those hiding 

under epithelial cells deep among the vaginal rugae. 

In fact, some agents actually coagulated the albumi- 

nous material lining the surface and protected the 
trichomonads!! 


Success at last. Today, however, you can overcome 
this problem because Vacisec jelly and liquid 
quickly penetrate to trichomonads’ hideaways. You 
can now treat vaginal trichomoniasis successfully, 
using the Davis technique. Car! Henry Davis, M.D., 
eminent gynecologist and author, and C. G. Grand, 
research physiologist, introduced Vacisec liquid as 
“Carlendacide” and had it tested by over 100 well- 
known obstetricians and gynecologists. Dr. Davis 
states, “. . . over 90% of apparent cures have been 
obtained. . . .”? 


Overpowering action. A chelating agent and two 
surface-acting agents in Vacisec liquid, combined 
in balanced blend, not only reach trichomonads but 
explode them!® The three chemicals act to weaken 
the parasites’ cell membranes, to remove waxes and 
lipids, and to denature the protein. With their cell 
walls destroyed, trichomonads imbibe water, swell 
and explode 


The Davis technique.t Dr. Davis recommends a com- 
bination of office treatments and home treatments, 
using both Vacisec jelly and liquid in home treat- 


AND EXPLODES 
TRICHOMONADS 
HIDDEN AWAY IN RUGAE 


ments. “A few women have infected cervical, vestib- 
ular or urethral glands and require other types of 
treatment. . . .”* It is well to remember the role of 
the male as carrier of the organism and prescribe 
protection against re-infection from the husband.* 


Office treatment. Expose vagina with speculum. 
Wipe walls dry with cotton sponges and wash thor- 
oughly for about three minutes with a 1:100 dilution 
of Vacisec liquid. Remove excess fluid with cotton 
sponges. Dr. Davis recommends six office treatments, 
three the first week, two the second, and one the 


third. 


Home treatment. Patient douches with solution of 
Vacisec liquid every night or morning and then 
inserts Vacisne jelly. Treatment is continued through 
two menstrual periods, but is omitted on office treat- 
ment days. Continued douching two or three times a 
week after therapeutic success helps prevent re- 
infection. Douching is contraindicated in pregnancy. 


Summary. The unique action of a combination of 
three agents comprising Vacisee liquid reaches 
and explodes hidden as well as surface trichomonads. 
This therapy has a high rate of success and results in 
fewer flare-ups. Vacisec jelly and liquid are non 
toxic and non-irritating, and leave no messy dis- 
charge or stain. 


VAGISEC is registered trade-mark of Julius Schmid, Inc, App. for 


JULIUS SCHMID, inc. 


gynecological division 


423 West 55th Street New York 19, N.Y. 


Adtive ingredients, Polyoxyethylene nony! phenol, Sodium ethy 
lene diamine tetra-acetate, Sodium diocty! sulfosuccinate. In 
addition, Vacisec jelly contains Boric acid, Alcohol 5% by 
weight 


Am. J. Obst. & Gynec, 64:559 (Aug.) 1954, 
West. |. Surg. 63:53 (Feb.) 1955 
J.A.M.A. 157:126 (Jan. 8) 1955, 


1. Davis, C.H 
2. Davis, 
3. Davis, C_H 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under 
our staff of visiting physicians. 


Dr. HOWARD R. MASTERS 
Dr. JAMES ASA SHIELD 
Dr. WEIR M. TUCKER 
Dr. GEORGE 8. FULTZ, JR. 
Dr. AMELIA G. Woop 


Catalog on Application 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


E. H. &. TAYLOR, M. D. J. T. VERNON, M. D. 


JAMES W. VERNON, M. D. 
A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 


alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 


| 


June, 1956 ADVERTISEMENTS XLII 


ENSITIZE 
USE 


POLYMYXIN B—BACITRACIN OINTMENT we 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


Bea BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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Ataractics and Holotherapy in 


MENTAL and EMOTIONAL 
DISORDERS 


Already clearly historical are the 
major successes due to use of 
new ataractics, or tranquilizers, in 
mental and emotional disorders. Still 
vital, however, to enduring, optimal 
remission in all such disorders is the 
assurance of adequate nutrition —a 
therapeutic and prophylactic funda- 
mental, For, the nervous system, 
even with the aid of the most effica- 
cious drug, simply cannot function 
normally unless adequately supplied 
with essential nutrient factors. 


Optimal treatment of all mental 
and emotional disorders whether 
mild or severe, acute or chronic, 
assures intake of o lly bal- 
anced, complete pro in, vitamins 
and minerals—routinely, in 
adequate supply. 


Patients with even the mildest of 
neuroses are under peers stress. 
And stress increases the require- 
ments for vitamins of the B complex. 
Deficiency of these vitamins or of 
essential amino acids instigates a 
tendency toward psychopathologic 
symptoms. A vicious cycle may thus 
be produced —to respond optimally 
only to total treatment, or holother- 
apy, which takes into account the 
fundamental; adequacy and balance 
of nutrients. 


“Brewers’ yeast is an excellent source 
of proteins of high biologic value and 
of the vitamins of the B complex.... 
When it is desired to give additional 
vitamins of the B complex and to 
add to the protein quota of the diet, 
this food can profitably be incorpo- 
rated in other foods,”* 


an eminently valuable natural supple- 
ment — with these unique advantages: 


le 
complex fac us nu 
complete protein 

@ Optimal balance of amino aciés and 
B complex factors 

© Important source of minerals 


VITAMIN FOOD CO.,-INC. Newark 4, N. J. 


*McLester, J. §., and Darby, W. J.: Nutrition and 
Diet in 
D. 


and Disease, oi. 6, Phila, Saunders, 


195. 


PATENTED WEDGE 
GIVES SUPPORT 
TO CENTER LINE 
OF BODY 
WEIGHT * 


K insole extension and Qwedge Jat inner corner of 
heel where support is most needed. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles guaranteed not to crack or collapse. 

®@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

© Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

®@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot.’’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


A Division of Musebeck Shoe Company 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 


J 


IMMUNE GLOBULIN 


(human) 


For the modification of 
measles and the prevention 
or attenuation of infectious 


hepatitis and poliomyelitis. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Gpanamid company 
PEARL RIVER, NEW YORK 
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KNOWN and RESPECTED FOR A DECADE... 


ATLAS INJECTABLES 


Every ATLAS injectable is manufactured in our own new, ultra-modern 
laboratory under strictest controls. Continued research and testing assures 
the finest standard injectables as well as distinctive new formulae as they 
are perfected... Potencies and purity guaranteed, yet a realistic pricing 
policy makes them readily usable in every case. 


Here is our latest Specialty... 


2.5 mg./cc. in 2 cc. Ampules 
pkgd. 10 ampules per box 


Order today from our representative or direct from our manufacturing 
laboratories. Complete medical information sent upon request. 


ATLAS PHARMACEUTICAL LABORATORIES 


13211 Conant Avenue Detroit, Michigan 


BRAWNER’S SANITARIUM 
ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. JAS. N. BRAWNER, JR... M.D. ALBERT F. BRAWNER, M. D. 


MEDICAL DIRECTOR AGGIGTANT DIRECTOR REGIDENT GUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


XLV 
| 
! 
| 
= 


NORTH CAROLINA MEDICAL JOURNAL June, 1956 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—tInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation, 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 


MERCURIALS 


HAVE PROLONGED 


THE WORKING PERIOD — 
In clinic 


AND LIFE SPAN OF office 
and hospital 


COUNTLESS SUFFERERS 


"FROM. CONGESTIVE MBGASON ULTRASONIC 


HEART FAILURE. 


is earning the respect of both operator and 
patient because of its consistently excellent 
oeeey performance, Ask us for demonstration. 


NEOHYDRIN- 


SUPPLY COMPANY 
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KALAMAZOO 


tablets in bottles of 100, andin Smg. 
tablets in bottles of 30, 100, and 500. 
Usual dosage is 5; to 1 tablet three or four 
times daily : 


*Trademark for the Upjohn brand of prednisone (delta. cortisone) 


INDEX TO ADVERTISERS 


Ames Company 
Appalachian Hall 
Atlas Pharmaceutical Laboratories 


Ayerst Laboratories 

Baker Laboratories, Inc. 

Brawner’s Sanatorium 

Brayten Pharmaceutical Company 
George A. Breon Co. 
Broadoaks Sanatorium 

Brown & Williamson Tobacco Co. 
Burroughs-Wellcome & Co. 

Carolina Surgical Supply Co. 

Ciba Pharmaceutical Products, Inc. 
Corn Products Sales Company 

J. L. Crumpton 

Davies, Rose & Co. 

Drug Specialties, Inc. 

General Electric Company, X-Ray Dept. 
Glenwood Park Sanitarium . 
Hickory Valley Farm 

Highland Hospital 

Hospital Saving Assn. of N. C. 
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help assure optimal nutrition 
during gestation... 
throughout lactation 


vitamin-mineral combination 
You can help assure optimal nutrition in your patients during 
pregnancy and lactation by supplementing their diet with NATABEC 
Kapseals. Designed to improve intake of important vitamins and 
minerals at these times of increased nutritional need, NATABEC 
Kapseals, taken regularly, help avoid complications and aid in 
safeguarding the health of both mother and child. 


dosage: As a dietary supplement during pregnancy and lactation, one or more 
Kapseals daily. NATABEC Kapseals are available in bottles of 100 and 1,000, 


Each NATABEC KAPSEAL represents: 


Calcium carbonate ....... 600 mg. 
Ferrous sulfate ......... 150 mg, 
Vitamin By (crystalline). .,. . . 2meg, 
1 mg. 
Vitamine B, (thiamine 
hydrochloride) ......... 3 mg. 


Synkamin (vitamin K 

as the hydrochloride) . 0.5 mg, 
Vitamin B, (riboflavin) ...... 2m 
Nicotinamide (niacinamide). . . 10 mg, 
Vitamin By (pyridoxine 

hydrochloride) ......... 1 mg. 
Vitamin C (ascorbic acid)... . 50mg, 
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THORAZINE* can help your 


patients to endure the suffering caused by 


for example: in burns 


Thorazine’s unique tranquilizing action can reduce the suffering 
caused by the pain of severe burns. ‘Thorazine’ acts, not by elimi- 
nating the pain, but by altering the patient’s reaction—enabling him 
to view his pain with what has been described as “serene detach- 
ment.” Karp et al.,! reporting on the use of ‘Thorazine’ in patients 
with severe pain, observed that ‘Thorazine’ produced “a quiet, 
phlegmatic acceptance of pain.” 


‘Thorazine’ should be administered discriminately and, before prescribing, the 
physician should be fully conversant with the available literature. 


*‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), and 
in suppositories (as the base). 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
1. Karp, M., et al.: Am. J. Obst. & Gynec. 69:780 (April) 1955. 
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